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The treatment of cancer arising in the struc- 
tures about the oral cavity for many years has 
been largely accomplished by radiation. Im- 
provements in the methods of applying ionizing 
radiations have been notable, and continuous 
strides have been made up to the last few years. 

Deaths resulting from cancer arising in these 
structures is often due to cervical node metas- 
tases, and this phase of the problem is of para- 
mount concern in the treatment of the disease. 
At the present time we have reached the point 
of diminishing returns through the use of irra- 
diation as the modality of treatment. The 
average overall salvage rate for intraoral cancer, 
excluding those arising about the lip, is about 
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30%. Even in selected series of -patients with 
early intraoral cancer, the five-year survival rates 
are far from satisfactory when compared with 
cancer situated about the skin, the uterine cer- 
vix or the rectum. There is a current reappraisal 
of the surgical approach to the problem, both for 
the primary lesions and their regional spread. 
The possible success of such re-evaluation has 
been greatly enhanced by the perfection of intra- 
tracheal anaesthesia, the advent of antibiotics 
and by the progress made in handling the prob- 
lems of shock, fluid balance and the maintenance 
of blood volume. 

Histopathologically, the most frequent type of 
cancer found about the oral cavity is squamous 
cell carcinoma (90%), and 75% of these tumors 
are well differentiated, the more malignant vari- 
eties being found in the oropharynx region 
(tonsil, base of tongue). Adenocarcinoma is 
occasionally seen and is most often found in the 
palate region. These tumors appear to arise 
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from mucous gland tissue or aberrant salivary 
gland tissue, probably a metaplasia of the mu- 
cous glands. Malignant melanoma, mucoepider- 
moid carcinoma and malignant lymphoma may 
be rarely seen. Malignant tumors of the oral 
cavity make up about 5% of all forms of cancer 
occurring in the human body. Cancer about the 
oral cavity may be divided into several varieties 
based on the anatomic site of the tumor, as fol- 
lows: lip, tongue, buccal mucosa, gingiva, floor 
of the mouth, hard and soft palate, and tonsil 
regions. 


_ INDICATIONS FOR SURGICAL TREATMENT 
Lip Carcinoma 


The comparative merits of irradiation and sur- 
gery cannot be successfully defended in a wide 
range of lip carcinomata that can be equally well 
treated by either method. In our experience the 
majority (80%) of the cured cancers of the lip 
have been less than 2 cm. in diameter and with- 
out involvement of cervical lymph nodes, treated 
either by surgery or irradiation. Surgery would 
seem to be the treatment of choice in: (1) the 
very early lesion; (2) relatively advanced disease; 
(3) those instances where late effects of irradi- 
ation pose serious problems of healing. 

In early lip cancer where an adequate biopsy 
will practically obliterate the lesion, the tumor 
should be completely removed as an excisional 
biopsy. Such lesions measure under 1 cm. in di- 
ameter and do not infiltrate the lip more deeply 
than 1.5 cm. in depth. A V-shaped excision is 
utilized in carrying out this procedure. 

The very extensive lip cancers furnish strong 
indication for surgical excision, unless palliation, 
only, is dictated by circumstances. These tumors 
are large, frequently fungating, of longer dura- 
tion, and show a fairly low percentage of cervical 
node metastases. They likewise appear to be 
more differentiated histologically and less radio- 
sensitive than many of the carcinomas seen 
about the lip. Irradiation in these instances 
usually results in failure. 

In a few instances the secondary effects from 
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successfully employed radiation dictate surgical 
removal, in that the late effects of cancerocidal 
doses of radiation may lead to serious break- 
down of lip tissues. 

The treatment of regional lymph node metas- 
tases in lip cancer is surgical removal. The 
problem is to know what to do when the lymph 
nodes are not palpable. The question as to 
whether prophylactic neck dissection is a justi- 
fiable and useful procedure in contributing to the 
overall cure rate has long been a controversial 
one. Arguments have been advanced in support 
of the procedure through citing end results of 
cases in which prophylactic neck dissection has 
been a routine procedure in treating cancer of 
the lip. On the other hand, those who do not do 
prophylactic removal of regional lymph nodes 
present statistical data which show that the cure 
rates are equally good. Blair, Brown and Byars 
advocate neck dissection as soon as possible in 
patients with intraoral or lip cancer, whether or 
not neck nodes are palpable. Martin and his 
associates believe that neck dissection should not 
be done unless there is definite clinical evidence 
of metastatic disease in the cervical lymph nodes. 
From their experience in analyzing a consecutive 
series of 237 patients with cancer of the lip, in 
whom prophylactic neck dissection would have 
been done had it been the routine policy, such a 
procedure would have been of value in only one 
of every 16 cases (6.25%). In our experience, 
restricting the operation to an adequate excision 
of the primary tumor, when regional lymph nodes 
are not palpable, has not diminished the per- 
centage of five-year survivals as compared with 
the statistics of those surgeons or clinics where 
neck dissection for cancer of the lip is a routine 
procedure. 

The operation of homolateral supraomohyoid 
neck dissection is indicated for metastases from 
unilateral lip cancer. The same procedure may be 
done as a bilateral dissection in those instances 
where the primary lesion extends to or beyond 
the midline of the lip, and nodes are palpable in 
the regional area on one or both sides of the neck. 
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Ward feels that lesions over 2 cm. in diameter, 
having a history of short duration, rapid growth 
and of fairly cellular morphology, should have 
routine suprahyoid neck dissection even though 
no nodes are palpable. 

The mortality rate for extended surgical pro- 
cedures for carcinoma of the lip currently 
averages about 1%. 

The absolute survival rate in treating carci- 
noma of the lower lip, as reported by Martin, 
was 70%. In a series of 467 patients recorded in 
the Pathological Laboratory of the Georgetown 
University Medical Center, the absolute survival 
rate was 52%. This report includes many ad- 
vanced cases through 1936. 


Cancer of the Tongue 


A review of the literature indicates that there 
is considerable variation in choice of therapy for 
carcinoma of the tongue. Opinions are divided 
between radiation therapy (x-ray or radium), 
excision by diathermy, conventional wide surgi- 
cal excision, or combinations of these methods. 
Physicians concerned, however, are agreed that 
in treating cervical node metastases, radical neck 
dissection presents the patient with his best op- 
portunity for cure. The surgical approach to 
treatment of the primary tongue lesion has slowly 
gained an increasing number of advocates. This 
is probably due to the dissatisfaction with the 
accomplishments of radiation and to the sub- 
stantial morbidity which is found with the use 
of irradiation around the oral cavity, such as 
osteoradionecrosis or persistent ulceration of the 
mucous membranes. 

In the past, most plans for management of 
carcinoma of the tongue with regional metas- 
tases were based upon first instituting definitive 
therapy to the tongue, and only when it appeared 
to be controlled was treatment directed to the 
cervical lymph nodes. The newer technics which 
have been subsequently developed have dealt 
with “combined operations” for the dissection 
of the diseased portion of the tongue, in conti- 
nuity with the involved regional lymph nodes in 
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the neck. It is reasonable to assume that the 
salvage rate from this surgical approach can be 
no worse than that from irradiation or surgical 
excision of the primary tumor followed by neck 
dissection, and should offer improved survival 
rates. 

Although reports of selected cases of early 
cancer of the tongue indicate cure rates as high 
as 66%, most authors report absolute five-year 
survival rates of from 14% to 28% of all cases 
seen or treated. In instances where demonstrable 
metastases have occurred in cervical lymph 
nodes, five-year survival rates have dropped as 
low as 4.6%. Martin of Memorial Hospital re- 
ports a 28% five-year cure rate in a series of cases 
of all-comers, both early and advanced, and 
notes a cure rate of 55% in early cases where the 
primary lesions are less than 2 cm. in diameter. 
The absolute five-year survival rate recorded in 
the Pathological Laboratory of Georgetown 
University Medical Center in a series of 311 
patients is 16%. 

A review of the evidence for or against pro- 
phylactic neck dissection in carcinoma of the 
tongue leads to the conclusion that the perform- 
ance or omission of the operation must be 
considered as a calculated risk. Martin and his 
associates feel that the policy of routine prophy- 
lactic neck dissection for carcinoma of the 
tongue is illogical and unacceptable and that 
neck dissection is not often delayed appreciably 
if the patients are followed closely for evidence 
of palpable disease. Martin postulates that neck 
dissection will be of value in only one out of 
every five cases which have not developed a re- 
crudescence of the primary lesion. He further 
states that cancer in the anterior two-thirds of 
the tongue metastasized across the midline in 
21% of the cases and, in distinctly unilateral 
primary lesions of the tongue, metastases first 
appeared contralaterally in about 10% of the 
cases. Bilateral metastases were noted by him in 
24% of the patients in which cervical metastases 
developed. Eliminating all duplications, Martin 
pointed out that in 32% of all patients with can- 
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cer of the tongue, the problem of the treatment 
of cervical metastases must apply to both sides 
of the neck if a prophylactic neck dissection is 
to be seriously considered and adopted. It is also 
to be pointed out that there is a mortality rate 
of about 3% in neck dissections involving 
carcinoma of the tongue. 

Roux-Berger, in the Curie Foundation of Paris, 
is an advocate of routine neck dissection, after 
treating primary carcinoma of the tongue by ir- 
radiation. In reporting a review of his material 
in 1949, he found 81 of 173 patients (46%) to 
have involved cervical lymph nodes, though 
there were no clinically palpable lymph nodes at 
operation. Roux-Berger also showed a 27% five- 
year survival rate in the group of pathologically 
positive, clinically negative cases, as compared to 
a five-year survival rate of 11% in the patho- 
logically positive, clinically palpable group of 
cases. 

Ward holds that it is advisable to do a radical 
neck dissection even though the lymph nodes in 
the neck are not palpable on admission, using an 
analogy of the surgical treatment of breast can- 
cer, as established by Halsted. His criteria for 
neck dissection and more extended surgical 
procedures are: 

1. That the primary growth either has been 
eradicated or that there is reasonable assurance 
that it will be removed at the time of the neck 
dissection. 

2. Radical neck dissection is carried out 
whether or not palpable nodes have developed, 
providing the patient is in good health and will 
submit to the radical procedure. He has found 
that 14% of patients without palpable nodes 
show metastatic involvement of the nodes on 
neck dissection. 

3. That the primary neoplasm shall be limited 
to one side of the tongue or floor of the mouth. 

4. Where a primary growth encroaches on the 
midline, bilateral metastases are apt to occur 
and, from time to time, a bilateral neck dissection 
should be performed in two stages. He states 
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that bilateral neck dissection is not a routine 
procedure and is only used in selected case 
having bilateral metastatic nodes limited to the 
upper neck. 

5. The metastases should not be extensive 
should be movable and not below the omohyoid 
muscle. 

6. The patient’s general condition should be 
thoroughly evaluated to determine his ability to 
withstand such an extended procedure. 

7. Metastases to distant organs are contraindi- 
cations to radical neck dissection. 

Martin, Munster and Sugarbaker, in studying 
autopsy records at the Memorial Hospital, found 
that out of 68 patients dead of lingual cancer, 
twelve, or 18%, had visceral metastases. The 
base of the tongue shows a higher incidence of 
visceral metastases, probably because of the ana- 
plastic tumors found in this area. 

In our own experience, prior to recent date 
(1947), radical neck dissection was done pri- 
marily when palpable lymph nodes were found 
in the cervical region of patients with carcinoma 
of the tongue. The primary lesion was treated 
either by irradiation or surgical excision and, in 
the presence of regional lymph node metastases, 
radical neck dissection was carried out in dis- 
continuity when it was felt that the primary 
lesion was controlled. 

A much more aggressive and logical surgical 
approach has been developed by Martin and his 
associates at the Memorial Hospital, New York 
City. Grant Ward and his associates have also 
done fundamental work in developing a radical 
surgical approach to treating primary lesions of 
the tongue and other areas of the oral cavity, 
together with their regional lymph node in- 
volvement. We have adapted the principle o 
these procedures in selected cases of lesions of the 
tongue and other mucous membrane cancers of 
the oral cavity. It is to be hoped that more fre- 
quent utilization of the “combined operation” 
procedures will increase the five-year survival 
rates of cancer about the oral cavity. 
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Cancer of Other Anatomical Sites about the 
Oral Cavity 


Squamous cell carcinoma arising from the 
buccal mucosa, floor of the mouth, gingiva, 
palate and tonsillar regions poses interesting 
problems with reference to surgical treatment of 
the primary lesion and involved regional nodes. 

The soft and hard palate constitute the site of 
about 5% of all cancers of the upper respiratory 
and alimentary tract. Most of the tumors of the 
soft palate are squamous cell carcinomas. Rarely 
is surgical removal indicated, except in aberrant 
salivary gland carcinoma. Radiation therapy 
occupies an important place in the control of 
soft palate squamous cell cancer. Cancers of the 
hard palate may be treated by radiation pre- 
operatively, with good effect, but surgical ex- 
cision of the tumor-bearing crea and surrounding 
maxillary bone is indicated to assure complete 
removal of the cancer and to obviate the possi- 
bility of radionecrosis in the underlying bone. 
Radiation osteonecrosis occurs in about 20% of 
all bony structures about the oral cavity which 
have been subjected to intense irradiation nec- 
essary to control carcinoma. Radical neck 
dissection is performed in discontinuity in those 
cases where the primary lesion appears to be 
controlled and in which the cervical nodes have 
subsequently become clinically involved on the 
same side. The lymphatics of the hard palate are 
continuous laterally with those of the upper gin- 
giva and extend posteriorly in the midline of the 
palate, draining down along the anterior ton- 


sillar pillars or tonsillar areas. The soft palate. 


lymphatics involve both surfaces of the palate 
and drain towards the lateral oropharynx and 
into the upper nodes of the superior deep cervical 
chain group. 

Gingival lesions vary considerably as to the 
extent of disease found at the time of first exam- 
ination. Most carcinomas of the upper gingiva 
are advanced and have invaded the bone. This 
requires a radical excision of the upper gingiva 
and portion of the maxilla involved, done 
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through an extra-oral approach, using some 
modification of the Fergusson incision. It is rare 
that one has to remove the entire superior 
maxilla for carcinoma of the upper gingiva. When 
it is felt the disease has not been completely con- 
trolled, intensive x-ray therapy is given over the 
affected area. Radical neck dissection is carried 
out under conditions laid down for carcinoma of 
the palate. 

Carcinoma of the lower gingiva is best treated 
by partial or hemi-mandibular resection together 
with the surrounding soft parts and a regional or 
complete neck dissection in continuity, depend- 
ing upon the status of lymph node involvement. 
The absolute five-year cure rate for carcinoma of 
the gingiva, as recorded in our laboratory, is 
presently 25% (60 patients). In those patients 
with lesions which are 2 cm. or under Martin 
reports a 12% improvement or 38% five-year 
survivals. 

The treatment of choice in carcinoma of the 
buccal surface of the oral cavity, in early circum- 
scribed lesions, is x-ray therapy, delivered intra- 
orally. Patients with carcinoma occurring in the 
buccal mucosa near the angle of the jaws have 
a relatively poor prognosis. Where there is in- 
vasion of the surrounding soft parts, such as the 
gingiva, maxilla and mandible, the ordinary sur- 
gical procedures are not adequate and, in spite of 
extensive reconstruction operations which are 
carried out under these conditions, the salvage 
is extremely poor. Polya and also Ward have 
described ‘‘composite operation” procedures 
suited for such extensive disease of the buccal 
mucosa. In some instances where the disease is 
less extensive and where regional cervical lymph 
nodes are involved, it is possible to do an in- 
continuity resection including the mandible, 
involved cheek and neck nodes. The absolute 
cure rate recorded by Martin is 29%. In our 
Pathological Laboratory an absolute cure rate of 
10% is recorded. 

Carcinomas of the floor of the mouth consti- 
tute about 1.5% of all malignant tumors and 
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about 10% of all intraoral carcinomas. The 
majority of them occur about the anterior por- 
tion of the floor of the mouth, often around the 
openings of the salivary ducts. These lesions 
appear to be much more radiosensitive than 
carcinoma of the tongue, but the proximity of 
the jaws and the technical difficulties of irradi- 
ating tumors in this area make for increased 
morbidity. Metastases to regional lymph nodes 
are seen in about 25% of patients first coming 
for examination. This offers a further complica- 
tion to successful use of radium or x-ray therapy. 
Following treatment, 25% of 25 patients with 
carcinoma of the floor of the mouth have passed 
the five-year survival period without disease, as 
recorded in the Pathological Laboratory of 
Georgetown University Medical Center. The 
treatment of carcinoma of the floor of the mouth 
has become a problem for irradiation treatment 
in many clinics. It is our feeling, however, that 
an increased survival rate can be accomplished 
through the addition of a “combined operation” 
procedure in selected cases. This procedure may 
include partial resection of the mandible, taking 
the internal cortex but leaving the outer cortical 
structure intact, following a bilateral supraomo- 
hyoid neck dissection up to the floor of the 
mouth. The resected jaw and diseased floor of 
the mouth is then pulled through dependently 
and, together with the regional lymph nodes, is 
removed en bloc. This should offer better than 
25% and un to 50% of five-year survivals. © 

Carcinoma of the tonsil accounts for 1.5% to 
3% of all forms of cancer. There are several va- 
rieties of epithelial cancer arising in the tonsillar 
area, namely squamous carcinoma, transitional 
cell carcinoma, lympho-epithelioma and lympho- 
sarcoma. Metastases to the cervical lymph nodes 
are early and often extensive. Involvement of 
digastric nodes at the beginning of the deep 
anterior cervical chain is often the first evidence 
of the disease, clinically. Until the advent of 
radiation therapy, very little in the way of ade- 
quate treatment was carried out. 

Surgery of the primary tonsillar growth has a 


very limited field. More recently the rationale of 
the surgical approach has been to excise some of 
the carcinomas limited to the tonsil or base of the 
tongue only, in continuity with radical neck 
dissection. Just how valuable this operation will 
be remains to be determined. We have two such 
cases living at the present time. Careful clinical 
examination is necessary to determine any ex- 
tension of the disease which might not be sur- 
gically removable. The absolute survival rate of 
carcinoma of the tonsil, from a review of the 
literature, is about 18%. In those cases where 
no cervical lymph nodes have occurred, 38.4% 
are well after intensive irradiation. The prognosis 
is better in transitiorfal cell carcinoma and lym- 
phosarcoma than in squamous cell cancer. Lym- 
phoepithelioma tends to metastasize early and 
40% of such patients ultimately develop metas- 
tases to distant organs. 


Status of Advances in Surgical Treatment 


The major advances in the surgical manage- 
ment of advanced or recurrent intraoral cancer 
have benefited two types of clinical problems. 
These are: 

1. Recurrent cancer following maximum radia- 
tion therapy, and 

2. Squamous cell cancer invading the man- 
dible or maxilla. 

These two conditions were formerly considered 
to be beyond the scope of definitive therapy, and 
the majority of these patients died of their dis- 
ease. Cervical lymph node involvement often 
complicated treatment of the disease. 

The operations which have been devised with 
a more aggressive approach to salvaging some of 
these patients are known as the ‘“‘combined oper- 
ation”’ or “commando procedure.” A review of 
the literature indicates that many individual 
attempts have been made to remove the primary 
lesion in the mouth, together with the lymphatic 
nodes in the neck. Bloodgood, in 1910, was 
among the first to carry out partial neck dis- 
section and external resection of the mandible, 
along with the tongue lesion, in a favorable case 


| of 
m 
or 
| 01 
tl 
st 
ce 
of 
ti 
di 
3 
Vv 
| 01 
sl 
| m 
| il 
al 
te 
| 0 
te 
7 
: | 


Murray M. Copeland 


of early cancer of the tongue. He removed the 
right half of the tongue, the right floor of the 
mouth, the right half of the jaw and the glands 
on the right side of the neck, in continuity. The 
oral wound was closed by suturing the mucous 
membrane of the right cheek to the remaining 
half of the tongue. Bloodgood, in a report before 
the American Surgical Association, in 1914, 
stated that his first cured cases were either can- 
cer originating in the floor of the mouth or cancer 
of the tongue invading the floor of the mouth, in 
which it was absolutely necessary to resect por- 
tions of the lower jaw in order to remove the 
disease. 

Dr. Morestin of Paris, in discussing Dr. 
Bloodgood’s report stated that in carcinoma in- 
volving the side of the tongue, the part of the 
organ corresponding to the diseased section 
should be extirpated, as well as the floor of the 
mouth and all the subclavian, carotid, submax- 
illary glands and those glands lying beside the 
hyoid bone. He recommended closing the exter- 
nal wound, but packed the bucco-submaxillary 
wound. He allowed the patient up the next day 
after operation. 

Notable contributions have been made to the 
technic of the modern “‘combined operation” by 
Martin and his associates of Memorial Hospital, 
Grant E. Ward, D. P. Slaughter, A. J. Kremen, 
W. W. Carroll, Grantley Taylor and many 
others. Today this procedure has been extended 
to include a radical neck dissection with removal 
of the internal jugular vein and the sternocleido- 
mastoid muscle, with either excision of the 
hemimandible and removal of the regional in- 
volved intraoral tissues, or by excision of the 
intraoral tissues in continuity preserving the 
mandible (Ward, Slaughter). The pull-through 
procedures may be modified to transect the man- 
dible at the symphysis (Kremen) to provide 
better exposure or to transect the mandible near 
the angle of the jaw for the same purpose (Cope- 
land). In our experience the latter procedure has 
proven useful in our clinic for resecting carcino- 
mas limited to the lateral border or the base of 
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the tongue which may or may not involve the 
region of the tonsil. Reapproximation of the 
mandible is accomplished by the use of No. 32 
steel wire through the outer cortex. Regeneration 
of the mandibular nerve takes place and the 
circulation appears to remain adequate in the 
distal portion of the transected mandible. The 
dentition involved, distal or proximal to the 
transection, is undisturbed. 

In reviewing the literature and from our own 
experience, it is apparent that some previously 
hopeless patients can be salvaged by the use of 
these technics. The operation appears logical be- 
cause squamous cell carcinoma metastasizes 
mainly by way of the lymphatics to the regional 
nodes in the head and neck area. It is relatively 
rare to find early distant metastases by the vas- 
cular route. In uncontrolled disease the tumor 
usually causes death before it has spread below 
the clavicular region. 


Intraoral Cancer Arising from Mucous 
Glands or Melanotic Spots 


The small mucous glands situated beneath the 
buccal mucosa, the palate mucosa and, to a 
lesser extent, the region of the gingiva give rise 
to tumors which show characteristics similar to 
those of the salivary glands. These lesions include 
aberrant, benign, mixed salivary gland tumors, 
mucoepidermoid tumors, adenocystic carcinomas 
and a variation of carcinoma frequently spoken 
of as cylindroma. 

Roentgen ray therapy, in our experience, has 
not effected a cure in this group of lesions. 
Shrinkage and temporary palliation have been 
noted occasionally. Encapsulated benign tumors 
require only local removal with sufficient margin 
to insure complete removal. Where the tumors 
are proven to be malignant, radical surgical ex- 
cision is the treatment of choice. This approach 
requires a variation in the procedure depending 
upon the anatomical part involved. These tumors 
spread by perineural invasion, therefore the mar- 
gins should be planned so that excision of the 
regional nerves are included. Should the tumor 
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invade bone or extensively involve the soft pal- 
ate, excision should include the major portions 
of the soft palate and even a portion of the ton- 
sillar pillars and tonsil, if necessary. A partial 
maxillary or mandibular resection is necessary in 
alveolar ridge, gingivo-buccal or gingivo-glossal 
gutter malignant aberrant salivary gland tumors. 
If regional lymph nodes are found to be involved 
a “composite operation” is carried out at the 
same sitting. If the lesion is situated in the soft 
and hard palate region and the lymph nodes are 
involved on one side, the primary lesion is radi- 
cally excised and followed by radical neck dis- 
section in discontinuity, approximately three 
weeks later. It is felt that such an interval of 
time will allow cells loose in the regional lym- 
phatics to reach the regional lymph node defense. 

These tumors metastasize both to regional 
nodes and through the venous system to distant 
parts of the body. The majority of deaths, how- 
ever, occur from local extension of the disease. 
Due to relatively slow growth of the tumors, 
most patients will live two to four years in the 
presence of recrudescence of the disease. The 
principle of extensive and wide resection of the 
tumor-bearing area and surrounding tissues must 
be applied to relatively early malignant lesions 
of mucous gland origin in order to improve the 
five-year survival rate without disease. 

Malignant melanoma of the soft parts of the 
oral cavity is an extremely rare tumor. We have 
observed one patient with a malignant melanoma 
of the upper anterior gingiva, arising in a previ- 
ously noted pigmented area. This was seen in a 
colored male. The patient had extensive bilateral 
cervical node metastasis at the time, so that 
definitive treatment was not possible. Ward re- 
ports two cases in colored patients treated by 
radical electro-surgical resection. Both patients 
succumbed to metastasis. 

Our discussion does not cover all of the tumors 
of the oral cavity but highlights the surgical 
problems related to cancer of the mucous mem- 
branes about the oral cavity and the extension 
of the disease to regional lymph nodes. 
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SUMMARY 


1. Malignant lesions arising from the mucous 
membranes about the oral cavity and oropharynx 
have been discussed. 

2. The indications for the use of surgery ver- 
sus irradiation in the treatment of the various 
lesions were noted. 

3. The ‘‘combined operation” or “commando 
procedure” was discussed in relation to its use- 
fulness in certain tumors of the oral cavity with 
or without regional lymph node involvement. 

3800 Reservoir Road, NW. 
Washington 7, D.C. 
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MYOCARDIAL INFARCTIONS AT THE UNION 
MEMORIAL HOSPITAL 


RAY J. BEASLEY, JR., M.D. 
ALFRED G. OSSMAN, JR., M.D. 


The frequency and increasing incidence of 
heart disease is familiar to both physicians and 
the lay public. The possible reasons for this in- 
crease has been adequately discussed by others 
and will not be dwelled upon here. Friedberg (1) 


in his book states that there has been a progres- 
sive increase in the reported incidence of coro- 
nary occlusion, and this rising curve of morbidity 
has not yet leveled off. It is felt that due to the 
frequency of the disease, any additional statisti- 
cal data concerning myocardial infarctions may 
aid clinicians in dealing with the disease. 

The purpose of this study is threefold: 

1. An attempt to outline the frequency of 
myocardial infarction together with progonsis 
and type of treatment at a private hospital. 

2. A presentation of changing modes of 
therapy with particular reference to the use of 
anticoagulants and their consequent effect on 
survival. 

3. The application of a method described by 
Schnur for prognostic evaluation of acute myo- 
cardial infarctions to the cases in this series. 

It is felt that the latter might place prognosis 
and the treatment of acute infarctions on a more 
accurate and rational basis than has been feasible 
in the past. To quote Schnur in part: “It is axi- 


omatic that treated and control groups must 
first be equivalent in all factors affecting prog- 
nosis if the study is to yield sound and valid 
conclusions. This would be especially true in a 
disease such as acute myocardial infarction, in 
which the mortality rate has been reported to 
range from 8 per cent to 78 per cent (2). Unfor- 
tunately, the large number of prognostic factors 
in this disease has made it difficult to determine 
whether two groups are in fact equal. The solu- 
tion of this problem would be of inestimable 
value to investigators in the field of therapeutics 
and probably would result in publication of a 
higher proportion of papers in which the validity 
of the conclusions would not be open to debate.” 


METHODS AND MATERIALS 


The study comprises analysis of all available 
records of yearly periods for five years—1940, 
1941, 1942, 1944 and 1949-50. The latter year 
provides the most recent available material for 
analysis. The selected years include both ends of 
a decade so that the effect of changes in thera- 
peutic trends, e.g. use of anticoagulants, would 
more clearly be delineated. 

Stringent criteria for inclusion were followed; 
cases were discarded from the study when docu- 
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TABLE 1 
Mortality in Myocardial Infarctions by Years 


Teal Cases| Lived 


TABLE 2 


Mortality Rate in Myocardial Infarctions by Years in Regard 
to Sex Distribution 


TABLE 3 


Survival Rate of Myocardial Infarctions in Regard to 
* Age and Sex 


Male Female 


Total Number 


Lived | Died | Lived | Died 


Males 


mentation was poor, or EKG or clinical findings 
rendered the diagnosis of myocardial infarction 
doubtful. 

It was found that EKG diagnosis in the earlier 
years was usually unreliable, since only the three 
standard leads and V4 or CF4 were used. 

A total of 170 cases from the period reviewed 
was found suitable for inclusion in the study. 
This group was comprised of 126 male and 44 
female patients. The yearly distribution and sex 
incidence is presented in Table 1. 

The over-all mortality rate for the period was 
34.1 per cent, with a total of 58 patients dying 
during hospitalization, Table 2. The reasons for 
the rise in mortality rate to 38.1 per cent in the 
1949-50 group were not evident in our study. 


AGE AND SEX 


Distribution of patients with reference to age 
and sex is presented in Table 3 and Graph 1. 
The age of the youngest patient admitted was 
33 years, and the oldest was 87. The greatest 


number of cases occurred in the seventh decade 
with a peak of 11 cases in patients 63 years old 
and 10 cases in patients 65 years of age. In 
general, the age distribution follows a typical 
biological curve within the limits of the two 
extremes of 33 and 87 years. 


PREVIOUS CORONARY DISEASE 


The effect of pre-existing coronary disease on 
mortality of patients admitted with acute infare- 
tion is presented in Table 4. Seventy-one patients 
had coronary disease prior to their acute oc- 
clusion, with 44 having a clear cut history of 
angina pectoris and 27 having proven or reason- 
ably well substantiated myocardial infarctions 
prior to entry. The mortality rate for the angina 
group was 38.6 per cent as compared with the 
over-all mortality rate of 34.1 per cent. Mortality 
in the patients with history of previous myocar- 
dial infarction was substantially greater, being 
59.2 per cent. 


DICUMAROL 


The only major change in therapy which 
occurred from 1940 to 1950 was the advent of 
the use of dicumarol and other anticoagulants. 
No patients in the 1940-44 group received di- 
cumarol since the drug was not in general clinical 
use at The Union Memorial Hospital until later. 

It was necessary to discard 17 cases in the 
consideration of the effects of dicumarol on mor- 
tality since death occurred in 0-48 hours in these 
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TABLE 4 
Effect of Antecedent Coronary Disease on Mortality Rate 


Total Lived Died Hor 


History of previous 


History of previous 
MIL. 


44 


27 


21¢ 


27 


11 


62 


39 


17 


16 


38.6% 
89 
59.2% 
39 


TABLE 5 


Death Rate of Myocardial Infarctions Treated With 
and Without Dicumarol 


Total 


Lived 


Death Rate 


61 
92 


52 


14.7% 


61 33.7% 


153 113 26.1% 


17 
170 


cases. The 48 hour limit was arbitrarily chosen 
since inclusion of the early-death cases would 
weight the evidence of survival in favor of the 
drug. 

A total of 61 patients were dicumarolized dur- 
ing hospitalization, Table 5, and in this group 9 
deaths occurred, or 14.7 per cent of the 61 pa- 
tients. Of those who did not receive dicumarol 


Cuart 1 
Pathologic Index Rating (Schnur) 
Shock 
Congestive failure 
Serious arrythmias 
Occasional ventricular contraction 
Frequent ventricular contraction 
Auricular tachycardia 
Auricular fibrillation 
Auricular flutter 
Ventricular tachycardia 
Gallop rhythm 
Associated serious disease 
Diabetes 
Uremia 
Urinary tract infection 
Emphysema 
Cerebral thrombosis 
History of heart or vascular disease 
Hypertension 
Cardiac enlargement 
Angina 
Congestive failure 
Prior coronary occlusion 


Classification According to Index Rating 
Mild 
Moderate 
Moderately severe 


Severe 
Critically ill 
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TABLE 6 
Pathologic Index Rating and Its Relation to Mortality 


Pathologic Index Rating | Cases in | Number |Number| 0 pied 
Group 

43 41 2 | 4.6% 
Moderate, 20-39........ 46 36 10 21.7% 
Mod. severe, 40-59. .... 40 20 20 50.0% 
Severe, 60-79. ......... 25 10 | 215 60.0% 
Critically ill, 80 and 

12 4 8 66.7% 
Unknown category..... 4 1 3 _ 


(excluding the 17 early deaths), 31 died out of a 
total of 92, giving a mortality rate of 33.7 per 
cent. Thus, it would appear that the use of anti- 
coagulants has a significant effect upon prognosis. 


FACTORS IN SURVIVAL 


In several recently published papers, great em- 
phasis is placed on a plea for more accurate pre- 
diction of survival in acute infarctions. 

Schnur (3) assigned arbitrary numerical 
values to certain specific admission findings, 
such as shock, arrhythmias, associated or previ- 
ous severe diseases, etc., Chart 1. As seen in the 
diagram the total additive value for each patient 
falls into one of five severity ranges. Schnur’s 
thesis was that the final outcome of the patient 
with acute myocardial infarction is determined 
to a large extent by severity of the illness upon 
admission; and this was well borne out by his 
findings. He found 100 per cent mortality in the 
two groups of greatest severity. 

In aneven more recent article (4), Russek et al. 
graded the chances for survival in a similar 
manner with consideration of the presenting 
physical signs of old age, history of previous 
myocardial infarction, intractable pain, shock, 
congestive heart failure, high fever and leuko- 
cytosis, arrhythmias and embolization. ‘“Statis- 
tically the presence of any one of these factors 
increases the mortality rate from the average of 
40 or 50 per cent to the range of 60—80 per cent 
or higher.” 

The results of application of such a prognosis- 
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evaluation system to this series are seen in Table 
6. It is noted that four cases were placed in a 
separate category because documentation was 
inadequate or ambiguous. The over-all mortaiity 
rate of 34.1 per cent lies between the “moderate” 
and ‘“‘moderately severe” groups. The increasing 
proportion of patients dying as the index rating 
increases attests to the probable value of ‘his 
type of patient evaluation. 


SUMMARY AND CONCLUSIONS 


An analysis of 170 admissions for acute myo- 
cardial infarction was made in which the patients 
were classified according to severity of illness, 
effectiveness of anticoagulant therapy and his- 
tory of preceding or associated serious illnesses. 
The outcome of patients treated at The Union 
Memorial Hospital confirms conclusions reached 
by other workers, i.e., that over-all mortality 
figures create an erroneous impression that 
immediate prognosis is always grave, even in the 
absence of non-fatal complications. It would 
appear that patient evaluation by a systematic 
method similar to that described will in the fu- 
ture be of considerable aid to clinicians in treat- 
ment and in predicting chances for survival. 

Our study shows a presumed value in using 
dicumarol in acute myocardial infarctions, 
although admittedly the existence of numerous 
variables renders such a conclusion largely 
speculative. 

The well-known fact that antecedent coronary 
artery disease significantly affects chances for 
survival is confirmed. 

Dr. Ray J. Beasley 
Resident-Union Memorial Hos pital 
33rd & Calvert Sts., Balto. 18, Md. 


Dr. Alfred G. Ossman, Jr. 
216 East University Parkway 
Baltimore 18, Md. 
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Rheumatic fever is one of our more important 
unsolved medical problems. Despite intensive 
investigation its etiology is still unknown and its 
pathogenesis poorly understood. It remains a 
dis-ase with a most varied clinical picture, with 
no single diagnostic test or satisfactory labora- 
tory aid. The difficulties associated with deter- 
mining when the rheumatic process has run its 
course are still with us. Indeed, the evidence 
obtained from auricular biopsies during the 
course of surgery for mitral stenosis indicates 
that this process may well be a continuous one 
despite all clinical and laboratory findings to the 
contrary. Furthermore, doubts have recently 
been cast on the origin of the pathologic hallmark 
of this disease, the Aschoff body, for there is now 
some evidence suggesting that this lesion may 
arise from the myofibers rather than from 
collagen. 

Despite this background of scant and incom- 
plete knowledge, there is generally a note of 
optimism concerning rheumatic fever. In part, 
this stems from the fact that there has been a 
noticeable decrease in its incidence and severity. 
This decline antedated the introduction of 
chemotherapeutic and antibiotic agents and may 
well be related to factors such as improved nu- 
trition and housing. The greatest advance in the 
care of rheumatic fever subjects occurred when 
it was shown that antimicrobial drugs, if properly 
employed, would prevent recurrences of rheu- 
matic fever. More recently the introduction of 
steroid compounds for the treatment of the acute 
phase of the disease has offered new hope for the 
possible prevention of heart disease. It is the 
purpose of this report to briefly summarize our 

* From the Harriet Lane Home Cardiac Clinic of the Johns 


Hopkins Hospital and the Pediatric Cardiac Clinic of the 
Sinai Hospital. ‘ 


RECENT ADVANCES IN THE PREVENTION 
AND TREATMENT OF RHEUMATIC FEVER 


MILTON MARKOWITZ, M.D.* 


knowledge of methods directed towards the pre- 
vention of rheumatic fever as well as to review 
the present status of steroid therapy. 


PREVENTION OF RHEUMATIC FEVER 


The concept that the group A beta hemolytic 
streptococcus plays a significant role in the eti- 
ology of rheumatic fever is well established. This 
has been confirmed by numerous epidemiologic 
and immunologic studies. Despite the wide- 
spread acceptance of this concept there appears 
to be a need for constant re-emphasis of the 
relationship of the streptococcus to rheumatic 
fever. This is so because an antecedent history 
of a streptococcal infection is often not obtain- 
able and antibody studies for detection of past 
infection with this organism are not carried out 
in the average laboratory. For these reasons, one 
often loses sight of the role of the beta hemolytic 
streptococcus in initiating an attack of this dis- 
ease. A review of data obtained at the Children’s 
Cardiac Clinic of the Johns Hopkins Hospital 
emphasizes this point. One hundred and forty-six 
rheumatic subjects were followed for a period of 
eighteen months with monthly throat cultures 
and antistreptolysin O determinations. During 
this period of time, nine children suffered clear 
cut recurrences. In only two of these children was 
there a history of a preceding upper respiratory 
infection and in only four was a streptococcus 
isolated from the throat cultures. However, in 
eight of the nine children with frank recurrences, 
evidence of a recent streptococcal infection was 
clearly demonstrated by a rise in the antistrep- 
tolysin O titer. 

These data serve only to support the well 
known fact that recurrences of the disease may 
follow streptococcal infections. Based on this 
knowledge, various drugs have been employed 
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to prevent these infections in rheumatic fever 
subjects. The efficacy of the sulfonamides for 
this purpose has been well demonstrated. A 
summary of the data obtained from various 
clinics shows the effectiveness of this form of 
treatment. In an untreated group of rheumatic 
fever patients followed for 1739 patient seasons, 
there were 241 recurrences, while in a treated 
group followed for 1447 patient seasons, there 
were only 27 recurrences. This represents an 86 
per cent reduction in recurrence rate (1). 

In spite of the demonstrated value of the sul- 
fonamides this type of prophylactic therapy is 
not being widely used outside of the cardiac 
clinics. Many physicians are reluctant to pre- 
scribe these drugs for long term use because of 
the danger of toxic reactions. Furthermore, the 
need for careful follow-up with repeated blood 
counts has made this form of treatment cumber- 
some and expensive. These objections would be 
eliminated if a less toxic drug such as penicillin 
was shown to be as effective as the sulfonamides. 
To determine this, a study was recently carried 
out at the Johns Hopkins Hospital comparing a 
single daily oral dose of penicillin with sulfon- 
amides for the prevention of rheumatic fever. 
The data obtained indicate that a 200,000 unit 
tablet of benzathine penicillin is an effective 
drug for this purpose. The important advantage 
of penicillin over the sulfonamides is the lower 
incidence of toxic reactions and the relative 
simplicity of follow-up care. In only one. of 
eighty-two patients on oral penicillin was there 
need to discontinue the drug permanently, while 
seven of the sixty-four patients on sulfonamides 
had toxic reactions necessitating cessation of 
treatment. One of the real problems of rheumatic 
fever prevention is the important consideration 
of patient cooperation. It is difficult to carry out 
continuous therapy because of the apathy which 
often develops in dealing with any long term ill- 
ness. Therefore it must be recognized that this 
method represents an imperfect means for pre- 
vention of disease. Recent reports have shown 
that benzathine penicillin administered intra- 
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muscularly in a dose of 1.2 million units results 
in a satisfactory blood level for a period of one 
month (2). Preliminary trials with this form of 
long-acting repository penicillin as a prophy- 
lactic agent have been successful in preventing 
recurrences in a relatively small group of rheu- 
matic fever subjects (3). This method may prove 
to be a valuable adjunct for the treatment of 
individuals who have proven unreliable with the 
oral form of therapy. 

A new approach to the problem of rheumatic 
fever prevention has been recently introduced, 
Heretofore it was always thought that when a 
streptococcus infection supervened in an unpro- 
tected rheumatic fever subject, little could be 
done to prevent a recurtence of the disease. How- 
ever, recent observations have shown that the 
prompt treatment of group A hemolytic strep- 
tococcus infections may prevent the development 
of rheumatic fever in both healthy and rheumatic 
subjects (4). To accomplish this, a therapeutic 
dose of penicillin should be administered for a 
period of ten days in all patients with suspected 
streptococcal infections. Early and adequate 
treatment of this nature, if applied to the popu- 
lation as a whole, may result in a considerable 
reduction in initial attacks as well as in recur- 
rences of rheumatic fever. 


PRESENT STATUS OF STEROID THERAPY 


Five years have now elapsed since the intro- 
duction of adrenocortical steroids for the treat- 
ment of rheumatic fever. During this period of 
time many investigators have undertaken the 
study of this form of therapy, but despite a 
large volume of published work there is still 
uncertainty as to the value of the hormones. In 
general, the initial enthusiasm for the steroids 
has given way to an attitude of pessimism. Our 
own experience is derived from the treatment of 
more than seventy children with various manifes- 
tations of the disease. Although our data are 
still incomplete and no conclusions can be 
drawn, our observations suggest that the steroids 
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may be useful in selected cases of rheumatic 
fever. 

It now seems fairly clear that neither ACTH 
nor cortisone appreciably shorten the course of 
the disease. This became evident early in our 
experience with the use of these drugs. When 
treatment was discontinued before the rheumatic 
process ran its own course, there was usually a 
prompt return of symptoms. These rebound 
phenomena occurred almost invariably when the 
steroids were used for short periods of time, i.e., 
for one to two weeks. As might be anticipated 
from a knowledge of the natural course of the 
disease, relapses were less common when treat- 
ment was continued for four months or longer. 
These observations would indicate that whatever 
may be the rheumatogenic stimulus which keeps 
the basic pathologic process active, it is un- 
affected by the steroids. At the present time the 
mechanisms by which these compounds influence 
rheumatic fever or any other disease process are 
still not known. 

Our experience in the treatment of the acute 
non-cardiac manifestations of rheumatic fever 
with ACTH or cortisone is in accord with the 
majority of published reports (5). In every child 
in whom this manifestation was present, joint 
symptoms responded promptly and without ex- 
ception. The temperature usually returned to 
normal within twenty-four hours after onset of 
treatment. The ‘‘toxicity” of the ill child disap- 
peared rapidly, the appetite improved, the 
hemoglobin often rose spontaneously, and the 
sedimentation rate usually fell to normal limits 
within two weeks. The response to two other 
extracardiac manifestations, chorea and ery- 
thema multiforme, has been more variable and 
in general less gratifying. We have not observed 
any dramatic response in patients with pure 
chorea, and we have seen erythema marginatum 
persist in the presence of large doses of cortisone. 

Since all of the non-cardiac manifestations of 
theumatic fever are self-limited and result in no 
permanent sequelae, the crucial test for any 
effective therapeutic agent for this disease must 
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depend on its ability to (1) reduce the severity © 
of the carditis in the extremely sick patient, and 
(2) prevent or reduce permanent heart damage. 
In regard to the first aspect, treatment with 
ACTH or cortisone during the acute phase often 
results in a striking improvement in pulse and in 
the quality of the heart sounds. In those patients 
in whom cardiac decompensation is present, there 
is considerable relief in the signs and symptoms 
of heart failure in the majority of cases. It is not 
certain whether these effects are the result of a 
reduction in the general toxicity of the patient 
or represent a favorable effect on the inflam- 
matory reaction in the myocardium. Neverthe- 
less, this type of response has led us to believe 
that for the extremely ill rheumatic fever patient, 
the steroids are the most effective agents avail- 
able and may indeed be life-saving for otherwise 
fatal attacks. 


The question of whether the steroids reduce 
or prevent heart damage has been a more diffi- 
cult one to settle. This is so because there are so 
many variables which may influence the results. 


There is first the well known variability of the 
disease itself both in the severity of the initial 
insult to the heart and in the duration of the 
pathologic process. A second variable is the in- 
terval of time allowed to elapse between the 
onset of the disease and the institution of hor- 
monal treatment. This factor is particularly 
difficult to assess, since the onset of rheumatic 
fever is often not clearly defined. Finally, there 
is the variable related to the amount of hormone 
necessary for the acute phase as well as the 
length of time treatment is carried out. It is our 
belief that all of these factors may significantly 
influence the outcome in each patient and may 
be the chief reasons why it is so difficult to inter- 
pret the results reported in the literature to date. 

Our early approach to the problem of dosage 
was to treat each patient in a similar fashion 
regardless of the severity or persistence of the 
attack. Thus, following early recommendations 
of the Council on Rheumatic Fever (6), all 
patients were treated for a period of six weeks 
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with a total dose of about 4 grams of cortisone. 
A group of 16 children with initial attacks of 
carditis were treated in this fashion. At the end 
of the six weeks course, 12 of the 16 had evidence 
of organic heart disease as manifested by either 
persistence of murmurs or cardiac enlargement. 

These results were obviously discouraging and 
in analyzing the course of events in each patient 
two things became apparent. First, the dosage of 
cortisone used never initially effected maximum 
suppression of the inflammatory process in the 
majority of patients. Secondly, the length of 
treatment fell far short of the actual duration of 
the disease. Thus, of the 16 patients treated for 
six weeks, there was evidence of rheumatic ac- 
tivity in 10 at the end of this period of time. 

It seemed that a more rational approach to 
the problem of dosage would take into considera- 
tion the known variability of rheumatic fever and 
would place emphasis on the need for individ- 
ualization in treatment. This attitude is now 
being applied in our treatment schedule partic- 
ularly with regard to duration of therapy. Thus 
patients may remain on cortisone for from two 
months to one year, depending on the course of 
the rheumatic process in each case. The problem 
of individualization in regard to the initial dos- 
age of cortisone necessary to effect maximum 
suppression in each patient is not as readily 
solved. When it became apparent that a total 
dose of 4 grams of cortisone over a six week 
period was ineffective, this was increased to a 
dose of 9 grams given over a similar length of 
time. However, this dosage is still an arbitrary 
one and it is possible that much smaller amounts 
of the drug may be adequate for the milder 
attacks of carditis while even more may be 
needed for the severely affected child. 

For the past two years we have treated 31 
children with initial attacks of carditis with large 
doses of cortisone for a period of six weeks. The 
dose has then been tapered down to a small 
maintenance dose which has been continued for 
as long as one year. In this group of 31 children, 
22 have normal hearts, 4 have equivocal cardiac 
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involvement and 5 have organic heart disecse, 
one of these being a fatality. An analysis of the 
histories of the 5 children who did not appear to 
respond to treatment showed that in 4 the dura- 
tion of the disease prior to the onset of treatment 
was one month or longer. In the 26 children who 
did well, only one child was ill for more than 
three weeks before therapy was instituted. 

Although the results obtained following a plan 
of treatment which incorporates large initial 
doses and long term therapy are encouraging, it 
is obvious that no firm conclusions can be drawn. 
The number of patients treated has been small 
and no control group has been included. For 
these reasons, this form of treatment cannot yet 
be recommended for wide general use. It should 
be carried out in the hospital by experienced 
personnel with strict attention to adjunctive 
therapy which must include severe salt restric- 
tion, potassium replacement, and careful anti- 
biotic prophylaxis. The side effects encountered 
with large doses of cortisone are considerable, 
although all of the toxic effects encountered thus 
far have been reversible. 

The purpose of presenting these preliminary 
data is to encourage further careful clinical trial 
with this form of treatment. It is our belief that 
hormonal agents are the most effective drugs we 
have for the severely ill rheumatic fever patient. 
Whether or not residual heart disease is reduced 
or prevented by this form of treatment still re- 
mains to be proven. There is some evidence 
indicating that the best results may be obtained 
if treatment is instituted early, using sufficiently 
large doses to effect maximum suppression and 
carried on until the disease has run its course. 
Control studies are now being conducted with 
the newer steroid compounds which may result 
in a more conclusive answer to this problem. 

1027 North Calvert Street 
Baltimore 2, Maryland 
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Introduction 


Louis Krause, M.D., MopERATOR 


Dr. Epwin B. JARRETT, presiding: It gives 
me pleasure to introduce Dr. Louis Krause, 
archeologist, and profound biblical student, who 
frequently gives interesting and illuminating lec- 
tures concerning medicine and the Bible; Asso- 
ciate Professor of Medicine at the University of 
Maryland; friend of the aged, Dr. Louis Krause. 

Dr. Louis Krause: One scarcely recognizes 
himself after that. I am glad I frequently give 
interesting lectures; usually they are uninterest- 
ing. Thank you so much, Dr. Jarrett. 

On the Panel this morning, we have Dr. Wil- 
liam F. Renner, Dr. Richard T. Shackelford, and 
Dr. John N. Classen. They are each going to dis- 
cuss one of the facets of Peripheral Vascular 
Disease. 

I believe it will be well to go over some of the 
physiological aspects of peripheral vascular 
function, and then the various panelists will dis- 
cuss some of the abnormal situations that occur. 

For orientation, you should think of the pe- 


ripheral vascular mechanism particularly in the 
hands and feet as having to do with the heat 
regulatory mechanism in addition to the meta- 
bolic and nutritional functions of the blood 
vessels and tissues. 

If you understand the physiology to that ex- 
tent, I think you will then appreciate and be 
able to evaluate therapy. There are capillaries 
everywhere, of course, but there are in addition 
physiological units that occur particularly in the 
fingers and toes that we refer to as glomera. 
No one really, except one or two research workers 
have been able to demonstrate them, but there 
must be a shunt that takes place between the 
little venule and the arteriole. The purpose of 
the shunt in the glomus is to allow a tremen- 
dous expansion of capillaries for an increased 
expenditure-of heat. 

Our hands and feet really should be looked 
upon as radiators of the body. For instance, 
when we are in a warm room, our body is not 
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radiating or losing heat. The hands and the feet 
become warm. There is a tremendous loss of heat 
that must take place. If we are outside in the cold 
and there is a need for conservation of heat, by 
that same token in reverse, the capillaries close 
so that we do not lose heat from the body. To 
increase the heat in this radiator in this room the 
thing to do is to go down in the cellar and stoke 
the furnace rather than apply heat to this unit 
here in this room. By the same reasoning if I 
want to increase the heat in my hands or feet, 
if they are normal, there is no risk. We can apply 
heat directly. However if they are abnormal, we 
do run a risk. 

Then the thing to do is to reflexedly dilate 
those capillaries. That probably can be accom- 
plished best by increasing the amount of heat 
within the body. We look upon that as one of 
the reasons why therapy should be carefully 
studied. 

If our radiator is impaired; if there is a lessened 
amount of blood going into the capillaries in the 
hands or feet, and we apply heat to that ex- 
tremity what do we do? We increase the metab- 
olism; we increase the demand for oxygen, and 
we rapidly deplete the tissues that aie already 
receiving an insufficient amount of oxygen and 
nutrition. 

In many instances you will see a patient with 
peripheral vascular disease having heat applied 
locally. The laity feel that the thing to do is to 
warm up the digit or the foot. They apply a hot 
water bottle locally and later a bleb with dis- 
coloration of the tissues is noted and gangrene is 
hastened. The physiology of the problem should 
determine to some extent our therapy. 

Another mechanism that we see far more 
frequently in the legs than we see in the arm is 
the vasospastic reflex. To a certain extent it is 
comparable to the reflex we see in the bronchial 
tree. When a youngster swallows a foreign body 
and it is tucked up in a bronchi on one side, it 
is apt to cause wheezing on both sides; it throws 
the whole bronchial tree into spasm. 

There is a similar phenomena in the extremi- 


ties. Pre-suppose that an individual develops a 
thrombophlebitis in one leg, frequently a vaso- 
spastic reflex thereby will be initiated. Arterial 
pulsations will be reduced, and an arterial ob- 
struction will be simulated by a local lesion in 
one calf with a vasospastic reflex. It can occur 
in both legs. At times I have thought in terms 
of a saddle embolus only to find after a gangli- 
onic block was performed that pulsations re- 
turned and the patient had a thrombophlebitis, 
This happens not frequently, but don’t forget 
what only occurs as a fraction of one per cent in 
your patients in your practice is a hundred per 
cent to the patient who has the condition. 

Whenever we approach a patient, whether it 
is peripheral vascular disease or not, we should 
think—“‘Where is the pathology.” Thereby we 
will look for all the causes that can produce the 
altered physiology that the patient presents. 

Secondly, you should ask yourself, “Is the 
pathology reversible?” Then again, you will list 
the reversible things, and not fall into the pitfall 
of treating symptoms and signs rather than the 
initiating pathologic lesion. 

Frequently we see a patient presenting the 
picture of a Raynaud’s phenomenon. We should 
always try to separate a Raynaud’s phenomenon 
from Raynaud’s disease. A Raynaud’s phenom- 
enon is usually the result of a local lesion such 
as scalenus anticus; or an irritation in the axilla 
or a fractured clavicle or an injured elbow with 
a callous from a previous fracture. The condition 
is usually reversible if we look for it. 

We should always be sure that the bilateral 
Raynaud’s phenomenon that we see is not ona 
constitutional basis. Is it the result of sclero- 
derma which is so often initiated as a Raynaud’s 
phenomenon? Is it the result of lupus or peri- 
arteritis nodosa, or an intoxication? There are 
various toxins which will do the same thing. 
Look at the problems from the point of view of 
physiology and anatomy. We still know nothing 
about the real cause of vascular disease. Isn’t it 
a curious commentary on our practice today 
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that we don’t have a good therapeutic agent, or 
I might say any therapeutic agent that can be 
aimed directly at the pathologic lesion in the 
vessel itself. All of our approaches are aimed at 
lulling the sympathetics; the controlling mech- 
anism of systole and diastole of the vessels. That 


My subject is the medical management of 
arteriosclerosis of the extremities or as it is more 
properly called, Arteriosclerosis Obliterans. I 
will pass over the diagnosis and limit myself to 
therapy because of the limited time. 

Arteriosclerosis Obliterans is the most common 
and most important of the peripheral vascular 
diseases. It is a disease lacking the glamour or 
“that something” necessary to arouse the interest 
of general practitioners and internists. Before 
this predominantly medical audience I should 
like to make a plea that this disease deserves and 
requires the skills of the physician as distinct 
from the surgeon. 

Arteriosclerosis Obliterans is a common cause 
of disability and death. It has been estimated 
that something like thirty per cent of men over 
the age of forty have some degree of this disease. 
It is a disease capable of causing great suffering 
to its victims. 

Dr. Krause mentioned that we do not have a 
specific therapy in the sense that we have insulin 
for the diabetic and penicillin for pneumococcus 
pneumonia, yet a great deal can be done for the 
victims of this disease. Some twenty-five years 
ago a patient with an area of superficial gangrene 
in one toe would be told without hesitation that 
he must lose his leg. Now, many of these patients 
are saved. In fact in one series studied, the am- 
putation incidence was only eleven per cent of 
people with symptomatic arteriosclerosis. 

It may be asked why must it be that the in- 
ternist and the physician are the ones to be 
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is the sort of groundwork I want you to bear in 
mind when you approach this problem. 

The studies now being made are good and 
promise things for the future. Likewise the 
approach from the surgical point of view is also 
refreshing when compared to a few years ago. 


primarily interested in this disease? In the first 
place it is known that something like one-third 
to one-half of amputations are caused by avoid- 
able neglect or trauma. It is the physician to 
whom the patient goes for a general evaluation 
or with early symptoms who can prevent this 
unnecessary loss by making the diagnosis and 
by instructing the patient in the care of his 
extremities. 

Many of the victims of this disease are in the 
older age group and they have other diseases. 
They may have coronary disease, renal disease, 
diabetes, etc. 

It is the internist who evaluates the patient 
as a whole who can assign the proper value to 
the circulatory impairment of the extremities. 

Several years ago, I saw a patient at this hos- 
pital who was under consideration for sym- 
pathectomy because when he walked several 
blocks he developed mild claudication pain. 
This man had had a myocardial infarction. He 
had angina; he had a bundle branch block in his 
electrocardiogram, and he was in mild congestive 
failure. It makes little sense to subject such a 
patient to sympathectomy in the hope (which 
is doubtful of fulfillment) that he will be able to 
walk further only to have more angina and more 
congestive failure. It is the internist who is best 
able to evaluate the patient as a whole who must 
make this decision. 

Many of the drugs now used in the treatment 
of peripheral vascular disease are potentially 
dangerous. They may drop the blood pressure 
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and precipitate coronary thrombosis or cerebral 
thrombosis. Activation of a quiescent peptic ul- 
cer has been reported with the use of priscoline. 
Once again it is the internist who can best eval- 
uate whether or not a patient should be given 
one of these potent drugs. 

Another reason is one that Dr. Krause men- 
tioned. Arterial insufficiency in the extremities 
may be secondary to or may be aggravated by 
disease elsewhere in the body. In the past year, 
I can recall seeing two patients with acute arte- 
rial occlusions both of whom subsequently were 
proven to have suffered a myocardial infarction 
and the acute occlusion was caused by an em- 
bolus from the mural thrombus. Once again the 
patient could have been handled more sensibly 
had he been evaluated medically upon admission 
to the hospital. 

The contributions of surgery to the treatment 
of arteriosclerosis of the extremities will be dis- 
cussed by Dr. Shackelford. My remarks will be 
limited to the medical management. 

The ideal treatment of arteriosclerosis or 
atherosclerosis would be to prevent or better 
still reverse the atherosclerotic process involving 
the vessels. There are a few physicians who feel 
that this can be done. It is sufficient for us to 
say here today that the value of therapy for 
arteriosclerosis revolving around regulating cho- 
lesterol metabolism is highly controversial. Al- 
though this line of therapy may offer hope for 
the future, it certainly is unproven at the presént 
time. The lipotropic agents have been tried and 
found wanting. 

Substances such as sitosterol which interfere 
with the resorption of cholesterol from the 
bowel stimulate the imagination as to what 
might eventually be done, however they are 
completely unevaluated at the present time. 
Therefore, we must rely on a more indirect ap- 
proach to the problem, which brings us to 
measures to improve the general metabolism. 

At the recent World Congress of Cardiology, 
in Washington, a paper was given which at- 
tempted to establish the premise that digitalis 
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aided arterial insufficiency of the extremities. I 
think it was obvious to everybody in the audience 
except the author that the reason his patients 
got good results was simply that they were in 
congestive failure and that by aiding the ccn- 
gestive failure he helped the metabolism of the 
extremities. The paper, I think, had value in 
that it did emphasize the fact that if you «re 
going to treat the ischemic extremity, you must 
treat the body as a whole. 

I’d like to say just a few words about rest. .\ll 
of us who are medically inclined are well aware 
of the value of rest in acute myocardial infarc- 
tion. It seems logical that in a critical degree of 
ischemia of the extremities rest would be useful 
also, and in practice one sees good results from 
this simple measure. Credit given to more heroic 
procedures frequently belongs to the rest factor 
that is involved in the carrying out of these 
procedures. 

It has been said that man in his journey 
through life walks a tight rope between the tend- 
ency to bleed on the one hand and to throm- 
bose his blood on the other. The importance 
of thrombosis was shown recently in a study 
by Schlesinger and others on amputated limbs. 
It was found that in 91 per cent of ampu- 
tated limbs, at least two of the four major blood 
vessels of the lower extremities were occluded, 
with an average of eleven sites of occlusion per 
leg. In other words, the extremity is able to take 
a terrific amount of circulatory embarrassment 
before developing gangrene. 

When acute vascular occlusion occurs in an 
extremity, it is important that the patient be 
put on anticoagulants to prevent extension of the 
thrombus which may cut off essential collateral 
circulation. 

The dreaded complication of arterial insuff- 
ciency is gangrene. Gangrene always or almost 
always begins in the skin. Perhaps sometimes it 
begins in the deeper tissues and extends to the 
skin. I am personally convinced that of all the 
methods we have at the present time to avoid 
gangrene, including sympathectomy and _ in- 
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cluding the use of the vasodilator drugs, the 
single most important measure is a plan of 
simple foot hygiene such as I have outlined. 
Countless legs are lost because of neglect of 
simple hygienic rules. 

One patient develops an ulcer on the toe; 
applies tincture of iodine, perhaps, and develops 
necrosis with ulceration, and gangrene. A second 
pa‘ient buys a pair of ill-fitting shoes, gets a 
callus and too often persists in wearing the 
shoes. The callus breaks down. An ulcer and 
then gangrene develops. 

A third patient develops pain in his feet or 
pain in one foot, and adopts the time-honored 
remedy of hot soaks, perhaps on his own initia- 
tive, but often on the advice of his physician. 
As Dr. Krause has pointed out, an increase in 
metabolism without a corresponding ability of 
the blood vessels to meet the new need may 
result in gangrene. 

Blood flows downhill more easily than it does 
up, and usually the patient with a critical degree 
of ischemia of his leg is more comfortable with 
his leg approximately five inches below the heart 
level, which position can be obtained by simply 
elevating the head of the bed about ten inches. 

Dr. Krause pointed out that reflex vasodilata- 
tion is a potent and reliable method of increasing 
the blood flow to the extremities and simply 
keeping the body warm by adequate clothing is 
essential in these patients. 

Studies have been done which show that the 
average patient when he smokes a cigarette has 
a drop in skin temperature of 5.4 degrees Fahr- 
enheit. In some tobacco-sensitive individuals, the 
drop may be as much as fifteen degrees. 

Under the capillary microscope, one can see a 
marked diminution in the capillary flow after 
smoking just one cigarette. Therefore I think 
we must say tobacco is bad for the circulation of 
the extremities. To get good results, unfortu- 
nately for those who like to smoke, one has to 
stop completely. Cutting down doesn’t seem to 
be equivalent, perhaps because in some way to- 
bacco sensitizes the blood vessels. 
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I think it is extremely difficult to assign a 
proper value to the vasodilating agents. How- 
ever, certain statements can be made with a fair 
degree of confidence. 

First, the vascular system has a remarkable 
ability to spontaneously regulate itself and to 
direct blood flow where it is most needed. A 
goodly number of cases having precipitous gan- 
grene following sympathectomy have been re- 
corded. Dr. Shackelford may have comments 
about this. Various explanations have been 
given. I think one possible explanation is that 
by cutting the sympathetics, one has interfered 
with the ability to direct the blood to where it 
is most needed. Perhaps more of it goes through 
the arterio-venous shunts that Dr. Krause 
mentioned. 

In these cases there may be a reduction in 
nutritional blood flow although I must admit 
there are excellent studies that show that often 
with sympathectomy the nutritional blood flow 
in addition to the temperature regulating blood 
flow does increase. Secondly, ischemic tissue 
gives rise to powerful vasodilator substances 
capable of inducing an extensive collateral cir- 
culation by themselves without outside help. 
Thirdly, there is little clinical or experimental 
evidence to support the concept of spasm of this 
collateral circulation. Fourthly, the fact that in- 
terruption of sympathetic activity causes an 
increased blood flow to the skin as measured by 
temperature readings and by plethysmographic 
records does not necessarily imply that a similar 
increase in blood flow occurs to the deeper tis- 
sues. In fact, the reverse has been claimed by 
some. 

Fifthly, any drug which is taken into the body 
by mouth, by vein, or intramuscularly, is ab- 
sorbed into the general circulation. When one 
thinks for a moment, remembering that the 
amount of blood in the body is constant, it is 
extremely difficult for me to understand how any 
drug which causes generalized vasodilatation 
can increase the blood supply to any one portion 
of the body. In fact if you have an ischemic leg 
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Conservative Management of Arteriosclerosis Obliterans of the General Directions for Individuals with Circulatory Diseases of 


Extremities 


I. Measures to arrest or reverse the atherosclerotic process: 

1. Low-fat, low cholesterol diet (20-50 Gm. of fat) 

2. Lipotrophic agents—value?? (inositol 1.5 Gm. q.d. and 
choline 1.5 Gm. q.d.) 

3. Thyroid (1-3 gr. q.d.) 

4, Hormones (5,000 to 10,000 Units of estrogen and 5-10 
mgm. of androgen in patients over 50 yrs.) 

5. Substances which prevent the resorption of cholesterol- 
sitosterol. 

. Measures to improve the general metabolism: 

1, Adequate diet. 

2. Rest. 

3. Control of associated diseases, especially congestive 
failure, diabetes, anemia and polycythemia. 

4. Tissue extracts (pancreatic extracts, My-B-Den.) 

. Prevention of Thrombosis: 

1. Control of anemia or polycythemia. 

2. Avoidance of stasis. 

3. Anti-coagulants 

. Measures to protect the skin from ulceration and gangrene: 

1, Foot hygiene. 

2. Avoidance of trauma (physical, chemical, and ther- 
mal.) 

3. Topical therapy (permanganate soaks, antibiotic 
powders and ointments, proteolytic enzyme prepara- 
tions.) 

4. Chemotherapeutic agents and antibiotics. 

. Measures to increase blood flow: 

. Position (elevate head of bed 12-15”.) 
. Reflex dilatation (room temperature at 80-85 degrees 
F.) 
. Avoidance of tobacco. 
. Physiotherapy (Sander’s oscillating bed.) 
. Vasodilator drugs. 
a. Drugs which act directly on the smooth muscle of 
the arterioles, (alcohol, nitrites, Roniacol.) 
b. Ganglionic blocking agents (hexamethonium.) . 
c. Adrenergic blocking agents (Priscoline, Dibenzyline, 
Tlidar.) 
and a relatively normal leg on the other side, it 
is reasonable to conclude that actually you may 
decrease the blood supply to the ischemic leg 
since blood tends to follow the path of least resist- 
ance and the ischemic leg will offer more re- 
sistance. 

Therefore, I think it is a fair statement to 
make that the chief value of drug therapy in 
chronic arterial insufficiency is to temporarily 
increase the blood flow to the skin when a critical 
degree of ischemia in the skin has developed as 
in ulceration or superficial gangrene. 


the Lower Extremities 

. Wash feet each night with neutral (face) soap and warm 
water. 

. Dry feet with a clean soft rag without rubbing the skin. 

. Apply rubbing alcohol (70%) and allow the feet to dry 
thoroughly, then apply a liberal amount of cocoa butter 
or toilet lanolin and gently massage the skin of the feet, 

. Always keep your feet warm. Use woolen socks or wool- 
lined shoes in the winter and white cotton socks in warm 
weather. Use a clean pair of socks each day. 

. Sleep with loose-fitting bed socks. Do not use hot-water 
bottles, electric heaters or any other form of mechanical 
heating device on the legs or feet. 

. Wear properly fitting shoes and be particularly careful 
that they are not too tight. Use shoes made of soft 
leather and without box toes. When working use a 
shoe with a metal toe; box for protection. 

. Cut your toe-nails only in very good light and only after 
your feet have been cleansed thoroughly. Cut the toe- 
nails straight across. 

. Do not wear circular garters. 

. Do not sit with your legs crossed. Do not sit on sharp- 
edged chairs. 

. Do not use strong antiseptic drugs on your feet. Never use 
tincture of iodine, lysol, cresol, or carbolic acid. 

. Do not cut your corns or callouses. 

. Go to your doctor at the first signs of a blister, infection 
of the toes, in-growing toe-nails or trouble with bunions, 
corns or callouses. 

. Eat plenty of green vegetables and fruit in an otherwise 
well-balanced liberal diet, unless you have been ordered 
to follow some special diet. 

. Do not use tobacco in any form. 

. Do not eat rye bread. 

. Dust feet with antifungal powder such as Desenex each 
day. 


A second indication for drug therapy is acute 
arterial occlusion. In this case the situation is 
different than in chronic insufficiency since here, 
there is a large element of reflex spasm which 
one can logically hope to reduce by drug therapy. 
I think it is very doubtful that any of the drugs 
now in use aid in claudication. It is very doubtful 
that they increase the blood supply to the mus- 
cles of the leg. 

I think it is doubtful that long continued use 
of any of the drugs is warranted. It has been 
shown that after a period of time some sort of 
vascular readjustment takes place which seems 
to nullify the effect of these drugs. One must 
grant that by means of these sympathetic block- 
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TABLE III 


1. Vascular system has a remarkable ability to regulate 
itself. 

2. Ischemic tissue gives rise to powerful vasodilator sub- 
stances, capable of inducing an extensive collateral 
circulation. 

3. There is little clinical or experimental evidence to support 
the concept of spasm of this collateral circulation. 

4. The fact that interruption of sympathetic activity causes 
an increased blood-flow to the skin does not necessarily 
imply a similar increase in blood-flow to deeper tissues. 

5. Any drug which causes a generalized vasodilatation can not 
be expected to cause an increased blood-flow to any one 
portion of the body. 


ing agents it is possible to achieve a high degree 
of sympathetic blockade. One of the most power- 
ful of these drugs is the ganglionic blocking agent, 
hexamethonium, which, however, has such seri- 
ous side reactions particularly as hypotensive 
that it has a very limited field of usefulness in the 
peripheral vascular field. 

More useful are the so-called adteuergic drugs 
which include priscoline, dibenzyline and ilidor. 
These drugs act at the receptor junction to block 
the effect of sympathetic stimulation. They also 
counteract the effect of circulating adrenalin. 
They seem to have a somewhat selective action 
on the peripheral vessels in that they do not 
usually have any marked effect on the blood 
pressure such as hexamethonium, etc. Therefore 
they are more useful and in adequate dosage one 
can get a high degree of sympathetic blockade 
and an increase in skin flow for short periods of 
time. Priscoline is the most commonly used of 
these agents. I think the literature favors the 
dibenamine derivatives such as dibenzyline and 
ilidor. 

In conclusion, I would like to cite a case I saw 
presented several years ago. This patient had 
come to the clinic some five years previously with 
ulcers on both feet. He had severe claudication 
pain. He could scarcely walk across the room 
without pain. Now, some five years later he has 
an intact healthy skin without ulceration. He has 
no discomfort at rest and is able to walk several 
blocks with only mild discomfort in his calf 
muscles. 
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This patient had not had a sympathectomy. 
He had not had the use of any vasodilator drugs. 
He had simply given up smoking and taken good 
care of his feet. In the five year interval, his body 
had been able to establish an adequate collateral 
circulation spontaneously. 

11 West 29th Street 
Baltimore 18, Maryland 


Dr. Krause: Thank you so much, Dr. 
Renner. I hope we are going to have some dis- 
cussions soon, or rather some of the opposite 
positions taken. 

I would like to emphasize what Dr. Renner 
said about diagnosis. The average occlusive vas- 
cular disease patient in his early stages is called 
something else by the general practitioner for a 
long time. He is not looked upon as an occlusive 
vascular disease. He is treated for a lot of other 
things until finally the diagnosis is made. 

I have been interested in the problem of prop- 
erly fitting shoes for years. We had this problem 
tossed in our lap in the service. There are no 
properly fitting shoes made in America today. 
There aren’t any. We have tried; everybody has 
tried. 

I don’t know whether many of you have ever 
seen a normal human foot. That sounds like a 
funny thing, but you have got to go to primitive 
lands to see them. Now, in a normal foot you 
ought to be able to get your thumb between your 
first toe and your second toe, and you ought to 
be able to get your index finger between each 
succeeding toe. You don’t see that in America. 
In men they are straight; in women one toe 
climbs over the other. The policy in the shoe 
shops is to show you all your toes in a straight 
line by fluoroscopy. The bones will show up in a 
fluoroscope, but the soft tissues are compressed. 
That is where the circulation is. That is one of 
the causes of hot, burning feet that women com- 
plain about. They slip their shoes off whenever 
they can and they should. To emphasize to them 
that they go around in their bare feet is the best 
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way to increase the milking action of the capil- 
laries in the soft tissues of the toe. 

By the way, the patient who talks about and 
tells us, “Doctor, my feet feel hot now at night 
when i go to bed and I’ve got to keep them out 
from under the covers” that is a real condition. 
Ask him about family traits. There are some 
people that have that kind of family circulation 
in their feet. But if he says, “I used to keep them 
under the covers but now I don’t need to’’ well 
he is telling you he has developed a sufficient 
collateral circulation because of obstructive 
disease. 

The hygiene that Dr. Renner emphasized, I 
want to second heartily. A man with circulatory 


disease has to be doubly careful about his toes 
and feet. He is the one that should never go to 
the chiropodist and have the corners of his nails 
trimmed. He is the one that should not use 
strong antiseptics, etc., on his toes and devitalize 
what little tissue he has. He has to be mighty 
careful about any abrasions. He dare not stand 
out on the corner and wait for our present hus 
system in Baltimore, because he will have frozen 
feet before he gets home. 

The next subject on this Panel is one that I 
am sure will bring you some variance with the 
presentation we have just had, and that is the 
Surgical approach by Dr. Richard T. Shackel- 
ford. 


SURGICAL APPROACH TO PERIPHERAL VASCULAR DISEASE 


RICHARD T. SHACKELFORD, M.D. 


Dr. Krause has pointed out very nicely the 
physiological basis or physiological understand- 
ing of what we know about peripheral vascular 
disease. Since we are all influenced by our own 
personal experiences, I have tried to analyze 
these in tabular form. 

The first thing I want to emphasize and which 
Dr. Krause just emphasized as most important, 
is the matter of diagnosis. By far the majority of 
people we see or that I have seen with peripheral 
vascular disease have had another diagnosis. 
Most frequently they have been sent in with the 
diagnosis of Buerger’s disease when actually 
they had arteriosclerotic obliterating arterial 
disease. 

In our experience, the causes of arterial occlu- 
sion can be placed in the following categories: 
the arteriosclerotic; and Buerger’s, which are 
distinctly separate; arterial spasm, which we call 
Raynaud’s phenomenon and Raynaud’s disease 
as already differentiated by Dr. Krause. Those 
due to thermal occlusion and those due to me- 
chanical occlusion such as embolus or thrombosis 
or constriction by scar, and those that are 


traumatic and those that are chemical. It is very 
important to make the correct diagnosis because 
there are certain treatments available for certain 
of these diseases. Not only should the diagnosis 
be made but the extent of the disease should be 
determined if possible. 

I have been able to follow for twelve years or 
more sixty-three cases of arteriosclerotic pa- 
tients. They started before World War II at 
which time I was very lukewarm about sympa- 
thectomy and offered sympathectomy to pa- 
tients but did not urge them to have it done. 

The average age of this group on their first 
visit was 5714 years old. One hundred per cent 
of them had a complaint of a cold extremity. 
Seventy-three per cent of them had claudication 
and fifty-seven per cent of them had rest pain. 

Two studies that we were not doing before the 
war, we have done since the war. These are 
oscillometric readings and prolonged radio iso- 
tope skin clearance times which we are now doing 
on our occlusive arterial diseases. I don’t see how 
you can make a diagnosis of occlusive artcrial 
disease without a cold extremity, without « re- 
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duced oscillometric reading, without a prolonged 
radio isotope skin clearance time. Rubor when 
dependent, and pallor when elevated, was present 
in fifty-two per cent of this particular series. It 
is a late sign of the disease. 

Two cases had all their pulses present yet they 
went on to gangrene and had amputation. The 
absence of one or two pulses has no prognostic 
value so far as I can tell. Four of seven cases 
with absence of all four pulses and without an 
ulcer had to be amputated. In the absence of all 
four pulses with ulcer, all five cases had to be 
amputated. With the presence of an ulcer and 
with an absence of arterial pulsations the results 
of conservative treatment in my experience have 
been zero. You might as well save time and 
amputate the leg. 

We have conducted a careful study of the 
effects of Etamon and Priscoline on thirty-two 
patients. We could not determine a therapeutic 
response in thirty of the cases by either radio iso- 
tope skin clearance or by oscillometric studies or 
by clinical examination. Of those thirty, fifteen 
subsequently had a lumbar sympathectomy with 
some evidence of response. Seven had a sympa- 
thectomy without any evidence of response. 

Two cases had a transient response to intra- 
arterial priscoline. You can’t keep intraarterial 
priscoline going indefinitely, so we decided they’d 
be good candidates for sympathectomy. We did 
a lumbar sympathectomy with a satisfactory 
response. We have given up the use of the pavex 
boot; of intermittent venous occlusion, and of 
Buerger’s exercises because we have not found 
an evidence of their clinical value. 

In selecting cases for sympathectomy, I per- 
sonally lay great stress on the type of skin resist- 
ance studies developed in Dr. Richter’s labora- 
tory. If the skin resistance shows sympathetic 
hyperactivity typical of a Raynaud’s pattern 
which is often seen in arteriosclerotics, we 
strongly urge the patient to have a sympathec- 
tomy. We can be quite sure that the patient will 
get a very definite clinical response. 

If on the other hand, the sympathetic pattern 


is normal, namely with just a slight beginning 
denervation around the soles of the feet and with 
the rest of the leg showing a perfectly normal 
sympathetic activity, we can feel sure only about 
a half or a little bit more than half will have a 
clinically recognizable response from sympa- 
thectomy. 

If the leg shows denervation they sweat less. 
In fact many cases don’t sweat at all. Where you 
have a denervated leg, the probability of obtain- 
ing a response to sympathectomy is very poor. 

In our studies there were sixteen cases of 
arteriosclerotic disease with a hyperactive skin 
resistance. Fourteen of them had a good clinical 
response to lumbar sympathectomy. There was 
no response to sympathectomy in two cases. 
Subsequently one had an above knee amputa- 
tion; and one had a below knee amputation. 

The skin resistance was normal in five cases. 
There was a favorable response to sympathec- 
tomy in two cases; and no response to sympa- 
thectomy in three cases. 

There was no response to sympathectomy 
followed by amputation in two cases demon- 
strating hypo-active skin resistance. 

In the sixty-three cases studied twenty-seven 
elected to~have sympathectomy, and thirty-six 
elected not to have sympathectomy. The average 
age of the first visit was fifty-seven years, the 
average age when hospitalized was fifty-eight 
years. 

The average age in the group that decided not 
to have sympathectomy was fifty-eight. It was 
four years before they developed gangrene with 
various complications that forced them into the 
hospital so that they were hospitalized at an 
average age of sixty-two. 

Each group was followed twelve years. 
Twenty-nine per cent of those who had had a 
sympathectomy required amputation. Seventy- 
five per cent of those who did not have a sympa- 
thectomy required amputation. This is a very 
marked difference, although not conclusive since 
there are many variables in these two series, 
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nevertheless it is strong evidence in favor of 
sympathectomy. 

What are the evidences that sympathectomy 
does any good? Radio isotope studies of the cir- 
culation of the leg before and after sympathec- 
tomy almost invariably demonstrate an increase 
in the circulation. We are doing skin clearance 
studies with iodine 131. We inject a measured 
amount in the skin and study the speed with 
which it disappears. The speed of skin clearance 
is used as an index of improvement or lack of 
improvement in the circulation. 

It is obvious that sympathectomy isn’t a cure- 
all for arterial occlusive disease. Cases that do 
not respond to sympathectomy, and the leg is 
not improving, should have an arteriogram. In 
a certain percentage of such cases an obstruction 
will be found which can be excised and re- 
placed by a graft or synthetic material. 

The great majority of patients that are sent 
to me are sent to me with a diagnosis of Buerger’s 
disease. Buerger’s disease is a segmental inflam- 
matory lesion occurring in comparatively young 
people and characterized by extreme pain. I 
know of no way to positively make a differential 
diagnosis except by taking out a piece of artery 
and looking at it under a microscope which, of 
course, one doesn’t do. However, the skin resist- 
ance studies are very helpful in distinguishing 
Buerger’s disease. It is characterized by areas of 
hyperactivity and hypoactivity. One may a 
dominate over the other. 

The only method of treatment that we thive 
used for Buerger’s disease has been sympathec- 
tomy. Seven cases, all of which had claudication 
were improved by sympathectomy. Exercise 
tolerance was increased in four cases but it di- 
minished two to four years later in two of them. 
An ulcer was present in four cases. Two of these 
healed and have not recurred. Of the seven cases 
submitting to sympathectomy, four of them have 
had to have amputation. Three of them are still 
living without amputation twelve years later. 
Buerger’s disease has a bad prognosis. 

Five cases in which embolectomy was done for 
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either thrombosis or embolism were unsuccessful. 
This may be my fault or it may be due to the 
length of time before I saw the patient. Other 
surgeons are reporting a much higher incidence 
of success. 

Constriction of an artery may be caused by 
scarring. 

A thirty-six year old man was sent to us for 
amputation of his leg because of a gangrenous 
big toe. The admission diagnosis was (1) arterio- 
sclerosis or (2) Buerger’s disease. In examining 
him a small scar was found in his groin. He had 
incurred a small shrapnel wound in the battle of 
the Bulge. The shrapnel was removed. He de- 
veloped a big swelling in his groin immediately 
following the operation which remained for 
several days and then gradually subsided. 
Claudication began two years later. He went to 
a hospital and had a sympathectomy. No im- 
provement resulted and he was sent to us for 
amputation..We decided that possibly he had 
had an injury to his artery, so we explored the 
artery and we found that the artery was partly 
constricted by scar tissue from a previous hema- 
toma. We were able to mobilize the artery and do 
an arterial lysis. His leg improved and it is now 
intact while he is well. 

Raynaud’s disease is a spastic phenomena. 
Thirteen cases were followed for twelve years. 
They all had typical signs and symptoms. Two 
of the thirteen cases were treated with priscoline 
satisfactorily. They had relatively mild 
Raynaud’s. One was a big game hunter and the 
Raynaud’s interfered with his pulling a gun 
trigger. Shooting in the high mountains made his 
finger numb and cold. He uses priscoline when 
he goes shooting but not otherwise. 

Eleven cases have had sympathectomy and all 
have been relieved of these symptoms, but three 
have returned with other chronic complaints. 

Traumatic causalgia is another form of arte- 
rial occlusion due to vasospasm. Eight cases 
with typical blue, moist extremities and hyper- 
active skin resistance were followed. Sympa- 
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thectomy was done on all eight cases. Six of them 
are well; two of them are unimproved. 

We have had two cases of chemical gangrene. 
Both of them were due to carbolic acid occlusive 
dressings. They developed superficial gangrene. 
Both cases were grafted successfully, and no 
sympathectomy or other operative procedure 
was required. 

In summary, for the arteriosclerotics I do a 
sympathectomy first on a limb that looks viable. 
If the sympathectomy is not satisfactory and 
the limb looks questionable, I then do an arteri- 
ogram with the hope of being able to excise the 
occluded area and replace it with a graft. My 
reason for this sequence is that occasionally a 
graft will fail and if it fails in a limb that is 
already viable then you will lose a limb that 
might have been viable otherwise. 

I prefer to treat the vasospastic diseases with 
sympathectomy. 

18 East Eager Street 
Baltimore 2, Maryland 


Dr. Krause, Moderator: Thank you so much, 
Dr. Shackelford. There are a lot of things we 


INTRODUCTION 


For many years thrombophlebitis has been a 
much dreaded disease, primarily because of the 
ever-present danger of pulmonary embolism. 
However, only in the last few decades has one 
come to respect, recognize and understand the 
pathological physiology of the other major com- 
plication, namely, the Post-Phlebitic Syndrome. 

“Although this does not exact the toll of life of 
the former, its prolonged morbidity, representing 
a great economic burden to the individual as 
well as to the community, makes it mandatory 
that (1) we take the necessary prophylactic steps 


THE POST PHLEBITIC SYNDROME 
J. N. CLASSEN. M.D. 
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would like to have discussed, such as the pulsa- 
tions that Dr. Shackelford mentioned being 
present in the extremities and yet they developed 
gangrene; the possibility of capillary disease, 
etc. In addition to the toxins he mentioned car- 
bolic acid. We have seen finger tips with little 
ulcerations as a result of nail polish. It does occur 
and we are able to produce it. 

Likewise I am glad to hear him emphasize the 
use of aortograms. Remember claudication be- 
low the knees is usually peripheral vascular oc- 
clusion. Claudication above the knees is very 
apt to be a (Le Riche) syndrome for which the 
surgeon can do a great deal. When you hear of a 
patient who has pain in his buttocks or pain in 
his thighs on walking the pathology is probably 
in the iliacs or aorta for which the surgeon can 
do a great deal. 

Don’t forget that you have a capillary atony 
for the most part after sympathectomy. I have 
seen small ulcerations occurring a year or so 
afterwards from the stasis that may occur from 
the dilated capillaries. 

The next presentation will be the post-phle- 
bitic syndrome by Dr. John N. Classen. 


to limit the condition, (2) we recognize its earliest 
manifestations so that an educational and thera- 
peutic program which will add life to the years 
of these patients may be instituted. 


ANATOMY 


In developing this topic, I believe, it is best to 
start by reviewing the anatomy of the leg veins. 
There are two main systems, the superficial and 
the deep. The former has little support, since it 
is imbedded in loose areolar tissue and normally 
transports a small percentage of the blood toward 
the heart. The greater saphenous vein draining 
the medial aspect of the leg and the lesser 
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saphenous vein draining the lateral side make up 
the superficial system. 

The deep veins lying beneath the investing 
fascia are well supported by muscle. Below the 
knee each artery is paralleled by two small veins 
known as venae comitantes. These converge in 
the inferior posterior aspect of the popliteal space 
forming the popliteal vein which normally re- 
ceives the lesser saphenous. The popliteal vessel 
passes through the adductor foramen to Hunter’s 
canal, where it becomes the superficial femoral 
vein. The superficial femoral vein is a deep vein. 
Frequently it is confused with the long saphe- 
nous. Approximately two inches below the 
inguinal ligament, the superficial femoral vein 
joins the deep femoral vein which drains the 
muscles of the thigh, forming the common fe- 
moral vein. This receives the greater saphenous 
vein and then passes beneath the inguinal liga- 
ment to become the external iliac vein. 


ACUTE THROMBOPHLEBITIS 


The classical manifestations of acute thrombo- 
phlebitis are (1) fever occasioned by inflamma- 
tion of the vein wall or a pyrogenic response to 
the thrombus itself; (2) pain caused by endo- 
thelial irritation, vasospasm, and anoxia; (3) 
edema, the result of vasospasm, capillary perme- 
ability secondary to anoxia, and sluggish lym- 
phatic flow, which is the result of decreased 
arterial flow. Originally it was believed that the 
edema was caused primarily by obstruction of 
the deep vein, and in cases of massive ileofemoral 
thrombophlebitis this must play a large part. 
However, the work of Leriche and Ochsner estab- 
lished the prominent role that vasospasm plays. 
In spite of this, some investigators have main- 
tained that veins cannot contract, yet the most 
impressive physiological phenomenon I have 
witnessed at the operating table is the contrac- 
tion of a large varicose vein when it is handled 
with forceps. 

%A case of acute thrombophlebitis treated ade- 
quately with chemotherapy, anticoagulants, 
antispasmotics, elevation and support may be 


symptom-free within a period of six weeks. How- 
ever, these patients are not free of the ravages of 
thrombophlebitis. Within six months after subsid- 
ence of the symptoms of acute thrombophlcbi- 
tis, 5 per cent of the patients had a return of 
edema. At the end of a five year period, 45 per 
cent had a return of swelling; and after ten yars 
had passed, 91 per cent of the petiente were 
having some swelling. 

The pathological physiology was explained by 
John Homaus in 1917, but it was Gunnar Bauer 
who proved Homaus’ ideas with the aid of 
venogram. 

When the major deep veins are obstructed, the 
blood is shunted to the superficial systems and 
small intermediate deep veins. The superficial 
veins lacking support become distended and 
engorged. If they are not supported by elastic 
stockings, they will become varicose. Later 
recanalization of the deep veins occurs. Unfor- 
tunately, the fibrosed valves are not competent, 
and chronic venous stasis ensues. Chronic venous 
stasis or the Post-phlebitic Syndrome is mani- 
fested (1) by edema, (2) varicose veins, (3) by 
pigmentation, (4) by ulceration, (5) by stasis 
dermatitis, (6) causalgia-like state, (7) recurrent 
bouts of cellulitis. 


TREATMENT 


The treatment of this condition is unsatis- 
factory, for one cannot approach the problem 
directly, by: replacing or repairing the damaged 
deep veins’ We cannot cure the condition. The 
most one can offer is a conservative program 
which will enhance the efficiency of the damaged 
veins and limit recurrent bouts of thrombophle- 
bitis and cellulitis. Occasionally surgery may be 
indicated. Education is the most important part 
of the treatment, for it gives meaning to the 
program and assures increased patient coopera- 
tion. The following routine has proved effective 
as a basic treatment. Certain symptoms and 
findings warrant specific measures. 

" (1) Meticulous foot hygiene. This removes any 
portal of entry for bacteria which might cause 4 
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flare up of the thrombophlebitis or cellulitis. 
Routine potassium permanganate soaks are most 
helpful in controlling fungus infections. 

(2) Chemotherapy. This is used to combat the 
infection which frequently surrounds an ulcer. 
Gantrisin is the drug of choice, because of its 
eficctiveness, ease of administration, and low 
cost. Terramycin and Aureomycin are equally 
good but expensive. Penicillin is contraindicated. 

(3) Local care of the ulcer. No special local care 
is given to the ulcer. The patient is asked to 
wash the entire leg and foot carefully twice a 
day. No ointment is applied for two reasons: 
firsi, if the prescribed ointment does not heal the 
ulcer promptly, patients are apt to change to 
some remedy which often proves to be irritating, 
and secondly, an ointment applied twice or three 
times daily to the ulcer places the emphasis of 
treatment in the wrong place. Patients depend 
upon the magic healing powers of an ointment 
rather than upon strict adherence to the annoy- 
ing yet important parts of the conservative 
regime. 

(4) Luke’s “New Way of Life’ (Fig. 1). This 
routine, based on rest, elevation and support, 
has proven very effective in controlling the 
edema‘ Elastic stockings, which this routine ad- 
vocates, if properly selected and fitted, are far 
superior to Ace Bandages. Sensitivity to the 
tubber fiber in both elastic stockings and Ace 
Bandages may develop. 

Usually upon such a regimen the edema will 
have subsided and ulcers will heal within six 
weeks. When progress is slow, a visit to the home 
may reveal that the regimen is not being carried 
out as directed. Once the condition is controlled, 
the patient and the physician should investigate 
the patient’s occupation and ascertain whether 
it is feasible to carry on the same without a re- 
turn of chronic stasis. If this is not possible, a 
change should be recommended. . 

Special measures are taken for stasis dermatitis 
when present. This manifestation of the disease 
with its persisting itching has proved one of its 
most distressing aspects. Many soothing oint- 
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THE NEW WAY OF LIFE 

Instructions for the continual care of the leg damaged by phlebitis. 

(1) Wear your heavy elastic stocking from the time you get 
out of bed until you retire, with the exception of bath 
time. The stocking should be renewed every three to 
four months. It is best to have two stockings that can be 
alternated for cleaning purposes. 

(2) Do not stand for more than thirty minutes without sitting 
down for fifteen minutes and elevating the leg on an- 
other chair. When standing, get in the habit of flexing 
the toes in your shoes and frequently rising on tip-toe. 

(3) Plan your day so that you can lie down for two or three 
half-hour periods, and elevate your leg to a 45 degree 
angle. The back of a small straight chair tilted, is useful 
for this purpose. 

(4) Whenever you sit down, elevate leg on foot-stool or chair. 

(5) At night raise the foot of the bed on blocks about one foot. 

(6) Apply lanolin to the affected skin at night every second 
day. 

(7) Avoid irritation to the involved leg, especially in respect to 
sunburn and hot-water bottles. 

(8) Be extremely careful to prevent bumping, bruising, or 
scratching the affected leg. 

Fic. 1 


ments have been recommended, but it was not 
until the introduction of* Hydrocortone oint- 
ment that these patients could be assured of 
relief. Even the beneficial effects of this prepara- 
tion may be fleeting. 

Recurrent bouts of cellulitis often necessitate 
the use of Gantrisin over prolonged periods of 
time. Some physicians prefer to administer the 
drug one week out of each month, others insti- 
tute therapy at the first sign of any systemic 
disease or local infection in the leg. 


SURGERY 


In my opinion, surgery plays a minor part in 
the treatment of this syndrome: The basic pa- 
thology cannot be attacked directly, hence any 
surgical procedure is performed on the soft 
tissues and vessels damaged by chronic stasis. 
The tissues and vessels left behind, as well as 
any grafts which might be placed, are subject to 
the same stasis as the original tissue, and will 
eventually undergo the same changes unless 
surgery is followed by a strict routine of rest, 
elevation and support. The following surgical 
procedures have been recommended either singu- 
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ACHROMYCIN 


Hydrochloride 
Tetracycline HCl Lederle 


in the treatment of 


senitourinary infections 


UrRoLosists report the decided advantages of 
oral efficacy, minimal side effects, and 
wide range antibacterial activity offered by 
ACHROMYCIN in the treatment of urinary tract 
infections. 


Finland’s' group of patients with acute infec- 
tions of the urinary tract (principally E. coli) 
demonstrated excellent response, both clini- 
cal and bacteriological, following administra- 
tion of tetracycline. 


Prigot and Marmell? reported 49 out of 50 
patients with gonorrhea showed a negative 
smear and culture on the first post-treatment 
visit. Purulent discharge disappeared in these 
patients within 24 hours after a usual 1.5 Gm. 
dose of tetracycline. 


Trafton and Lind? found tetracycline 
(ACHROMYCIN) an effective antibiotic for 
treating many urinary tract infections caused 
by both Gram-negative and Gram-positive 
organisms. 


English, et al.* noted that a daily dose of 1 to 
1.5 Gm. of tetracycline resulted in urinary 
levels as high as 1 mg. per milliliter. 


To suit the needs of your practice and to fur- 
ther the patient’s comfort ACHROMYCIN is 
offered in a complete line of 21 dosage forms. 


filled sealed capsules 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY Lederte) 


PEARL RIVER, NEW YORK | 


nea. U.S. PAT. OFF. 
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larly or in combination. (1) Ligation and stripping 
of the secondary varicosities. ‘Any varicosities 
which surround the ulcer should be ligated after 
all infection has been controlled.’A radical 
stripping procedure can be done and may prove 
helpful. This, however, will not lessen the need 
for permanent support, since without support 
the remaining superficial veins will become di- 
lated, engorged and later, varicosed. (2) Deep vein 
ligation. Neither superficial femoral vein nor 
popliteal vein ligation has proven of any lasting 
value. (3) Grafting. Excision of the ulcer and 
grafting of the area is advocated by many. This 
may shorten the period of healing of large ulcers. 
In most instances this is not necessary, since 
once the edema is controlled, ulcers heal rapidly. 
Furthermore, patients are prone to believe that 
the operation has cured the disease, and want to 
give up the conservative routine. (4) Sympa- 
thectomy. Sympathectomy has a very limited 
place. It is indicated in those individuals with 
moist feet in which fungus infection cannot be 
eradicated, as well as in the post-phlebitic 
causalgia-like states. 


PROPHYLAXIS 


Although most of these patients can be con- 
trolled, it is apparent that such treatment is 
inconvenient and may cause the patient to 
change completely his mode of life. The best ap- 
proach to the problem is prophylaxis. Ideally 
one should aim to wipe out Acute Thrombophle- 
bitis. Since this is not feasible, the next best ap- 
proach is to treat every case of thrombophlebitis 
enthusiastically. Anticoagulant therapy should 
be instituted early. This prevents extension of 
the disease and limits valvular damage.’ A pro- 
gram of rest, elevation and support should be 
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instituted and maintained for a minimal period 
of six months. Rest and elevation keep the eg 
free of edema, as does the elastic support. More- 
over, until adequate collateral circulation «e- 
velops, the elastic support prevents the super- 
ficial veins which are receiving more blood than 
usual from becoming dilated and _ varicose, 
Furthermore, it is hoped that by keeping ihe 
tissue spaces relatively free of fluid, they will 
fibrose in a collapsed state and hence will not be 
subject to distension with fluid when the deep 
veins recanalize. Such a program has proved 
worthwhile in limiting the incidence of the post- 
phlebitic syndrome and moderating the mani- 
festations when they appear. 

Since many of-the most severe problems of 
stasis are the complications of trauma to the 
lower extremity and of childbirth, it is hoped 
that in the future the orthopedic surgeons and 
obstetricians will consider every case of swelling 
of the lower limb as a potential post-phlebitic 
problem and prescribe a program of rest, eleva- 
tion and support for a six month period. 


Dr. Krause: Thank you, Dr. Classen. It was 
perfectly refreshing to hear the emphasis again 
on the elastic stocking not on the Ace bandage, 
because I have seen many ulcerations as a result 
of the Ace bandages. 

There are a lot of things we wanted to discuss 
but we have to close because we are behind time. 

Thank you, Dr. Renner for your presentation, 
and Dr. Shackelford and Dr. Classen, and to 
you, for your kind attention at this symposium. 

Dr. Epwin Jarrett: Thank you, Dr. Krause 
and your very able Panel for a very interesting, 
constructive, and stimulating Panel. 


‘ 
‘ 
‘ 
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MEDICAL, SURGICAL AND PSYCHOLOGICAL 
ASPECTS OF HYPERTENSION 


PANEL DISCUSSION 


MODERATOR, Dr. WETHERBEE FoRT 


PANEL MEMBERS: Dr. RosBert W. Garis 
Dr. Percy H. SuTLEY 
Dr. JoHn W. CHAMBERS 


Dr. Epwin B. JARRETT, Presiding: The next 
Panel is Medical, Surgical and Psychological 
Aspects of Hypertension. Dr. Wetherbee Fort, 
Moderator, Dr. Robert W. Garis, Dr. Percy 
H. Sutley and Dr. John W. Chambers, Panel 
Members. 

Dr. WETHERBEE Fort: Not having the finesse 
of the previous moderator (Dr. Louis Krause), 
I just want to say a few words and I am probably 
going to read them. 

First I would like to say I don’t believe any 
member of this Panel needs any introduction 
except probably Dr. Sutley. Dr. Sutley served 
his internship here in 1939-1940 and went else- 
where to obtain his training in psychiatry. He is 
now established in Baltimore as a Psychiatrist. 

You will note by the program that Dr. Trimble 
is not here. He disqualified himself on the 
grounds he thought a neurosurgeon could do a 
better job. The Committee and I both feel very 
happy that Dr. Chambers agreed to serve. 

Everyone knows our good friend Dr. Garis, so 
I don’t think there is any question that the Panel 
at least will be well known. 

Our knowledge as to etiology and treatment 
of hypertension sort of reminds me of the diag- 
nosis or the definition that I once heard of a 
specialist. A specialist is one who knows more 
and more about less and less until finally he 
knows a great deal about nothing. That you may 
be sure is no reflection on the Panel because they 
are specialists in their own right and I am sure 
will be able to sift the wheat from the chaff and 


give us the present day knowledge of this very 
crippling disease. 

Investigations to determine blood flow began 
about two hundred years ago but it was only 
since the turn of the century that the blood pres- 
sure cuff as we know it today has become popular 
and in full use. 

I think we are all aware of the fact that eleva- 
tion in systolic pressure of 160 to 170 should be 
considered mild, depending upon the course of 
the disease and upon the age of the patient. 
While pressures ranging from 170 to 300 should 
be thought to be quite severe. Along with this an 
increase in the diastolic pressure of 100 would be 
considered mild and an increase above 120 is 
very severe. 

In many instances the severe increase in 
diastolic pressure can be used as a guide to the 
life expectancy of the patient, and this is all the 
more true in the younger patient with severe 
systolic and diastolic increase in pressure. 

At any age prolonged and severe high blood 
pressure inevitably brings corresponding damage 
to the heart, blood vessels, kidneys, brain and 
lungs. In a short period of time these changes are 
apt to combine and death ensue. 

The picture is not a happy one. Hypertension 
directly or indirectly kills over three hundred 
thousand persons a year. The etiology of mecha- 
nism causing hypertension for the most part is 
unknown. I think it is not difficult to understand 
the hypertension associated with arterial changes 
in the suitable decade of life, although it is diffi- 
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cult to tell when these changes begin. Also the 
paroxysmal hypertension associated with adrenal 
tumors and perhaps those associated with 
toxemias of pregnancy. Toxemias of pregnancy 
for the most part are due to kidney damage. 

There is no cure known for hypertension except 
in the isolated case of the adrenal tumor. This 
does not mean we do not have drugs and pro- 
cedures to help alleviate terrible symptoms of 
intense headache, dizziness, blindness and other 
symptoms so well known to us all. With all this 
discouragement as to treatment, one might ask 
why this subject was chosen for the program. 
The answer to that is very clear. 

In a sense, as I mentioned earlier, it is a matter 
of sifting the wheat from the chaff. It is nice to 
know all we can about medicines and their use 
for hypertension, what can be expected from 
them or how disappointing they may be. Also, 
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what good can be derived from surgery through 
sympathectomies and what risks are involved. 

Hypertension in all its ways destructive to 
human life poses one of the greatest problems 
facing the practicing physician today, and meet- 
ing these problems as we do, day by day, it is 
nice to be told over and over what is helpful and 
what is not. Again time will not permit an 
elaborate classification of hypertension but there 
are several types which we have to consider in 
all branches of medicine, namely essential 
malignant hypertension of increasing age; hyper- 
tension as a result of endocrine disturbances; 
hypertension associated with pregnancy and 
encephalopathy. 

With this brief picture of this all important 
subject, I should like to call on the first member 
of our Panel, Dr. Robert W. Garis, to discuss 
present day drugs in the treatment of hyper- 
tension. 


PRESENT DAY DRUGS IN THE TREATMENT OF HYPERTENSION 


DR. ROBERT W. GARIS 


Dr. Garis: In the brief time allotted today, I 
shall attempt to summarize the current trends in 
the drug therapy of hypertension. In a short 
period of 5 years, a tremendous literature and 
experience has been built up with a whole new 
group of effective hypotensive agents, and I 
shall limit my remarks primarily to the follow- 
ing: (1) Rauwolfia serpentina Derivatives, (2) 
Veratrum group, (3) Hydralazine, and (4) Gan- 
glionic Blocking Agents such as Hexamethonium 
and Pentolinium. 

A few preliminary remarks are pertinent to the 
subject. The treatment of essential hypertension, 
as of any chronic disease with a large functional 
component, is a matter for the art as well as the 
science of medicine. It requires judgment, a 
thorough knowledge of the disease in the indi- 
vidual patient, as well as of the individual him- 
self, and a broad experience with the various 


therapeutic measures available for use. The 
elevation of pressure places a strain on the car- 
dio-vascular system and leads to or at least 
aggravates the all too familiar hypertensive 
cardio-vascular-renal disease. For this reason, 
lowering the blood pressure is one specific way, 
perhaps the most important early factor, in re- 
ducing the more serious complications of hyper- 
tension—in addition to relieving the symptoms 
that may be due to the hypertension per se. 
Therefore, to delay the treatment of hyperten- 
sion until the more severe grades of symptoms 
and organic disease show up may be “locking the 
door after the horse is stolen.’’ Much clinical 
evidence is now accumulating to support the 
belief that treatment of even mild essential 
hypertension is worth-while—whether it be 
purely psychotherapy, or by further treatment 
with diet, simple sedatives, specific hypotensive 
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drugs, or surgery—alone or in combination. The 
role of psychotherapy and surgery in hyperten- 
sion is being covered by other members of the 
panel, and so we come to the utilization of cur- 
rent drugs in the treatment. 

In general, the various hypotensive drugs may 
be said to produce unfavorable side effects in 
rough proportion to their acute hypotensive 
power. Since the hypotensive effects of any drug 
in any given patient is unpredictable, it seems 
wise to begin the treatment in a new patient 
with the milder, less disturbing agents and turn 
to severer symptom-producing drugs only after 
adequate trial of say 8 weeks of a milder regimen 
proves to be ineffectual—unless the hypertensive 
process is so severe the patient needs immediate 
gross reduction of his pressure. Only those drugs 
which can be taken chronically by mouth will be 
considered. They will be discussed in order of 
their increasing potency and side effects. 

First, the Rauwolfia serpentina derivatives. 
This herb root, native to India, is a mild, slow, 
safe, easy-to-administer hypotensive agent which 
inhibits the sympathetic system and reduces 
blood pressure by direct action on the hypothala- 
mus and medullary centers. Besides hypotension 
and bradycardia, it also produces tranquility 
without somnolence, and is widely used for vari- 
ous neuropsychiatric conditions where anxiety, 
tension, nervousness and manic symptoms are 
prominent. There is no evidence of tolerance, 
addiction, or serious toxicity, making it particu- 
larly useful for a disease as chronic as essential 
hypertension. 

The various available preparations are very 
similar in action, and consist of (1) the whole 
crude root such as Raudixin, (2) a total alkaloid 
extract (alseroxylon fraction, such as Rauwiloid 
and Rautensin, and (3) the single pure alkaloid 
(Reserpine fraction) such as Serpasil, Reserpoid 
and Serpaloid. 

Rauwolfia may be given one to four times 
daily—the usual daily starting doses being 100 
mgm. of the crude root, 4 mgm. of the alseroxy- 
lon fraction, and 0.2 mgm. of reserpine respec- 
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tively. The dose is then gradually increased, if 
necessary, at intervals of 2 to 3 weeks until the 
desired degree of blood pressure reduction is ob- 
tained. It is rarely necessary to increase the dose 
to more than 4X the daily starting dose—usually 
much less being necessary in the responsive 
cases—and frequently once the pressure is ade- 
quately lowered, the dose may be cut in half for 
further maintenance. It should be noted that it 
may take several weeks to obtain the full effect 
of any given dose, and similarly on discontinu- 
ance of the drug, it may take a number of weeks 
to fully eliminate the hypotensive effect. 

While the ideal patients are the ordinary to 
mild to moderate hypertensives, I have seen oc- 
casional cases of more advanced hypertensives 
and even one case of possible early malignant 
hypertension respond to the drug. This latter 
patient, a man of 47, had an initial B.P. of 
226/154, with definite papilledema and retinal 
hemorrhage, who on Raudixin alone in the dose 
of 50 mgm. t.i.d. dropped his pressure in the 
space of 3 months to 124/88. After 214 months, 
this patient is now on a maintenance dose of 50 
mmg b.d. with an average B.P. of 130/90. The 
retinal changes have fully cleared and the pa- 
tient is working and asymptomatic. 

The most common side effect of Rauwolfia is 
nasal stuffiness. This tends to decrease on con- 
tinued use of the drug, and may be relieved in 
most patients by vasoconstrictor sprays or drops, 
or by oral antihistamines. The calming, tranquil- 
izing, sedative effect of Rauwolfia is helpful to 
the average tense hypertensive and rarely does 
the drug produce enough sedation to be a prob- 
lem. Probably in association with the reduction 
in wasted energy and purposeless activity is the 
tendency to promote weight gain. A third side 
effect of Rauwolfia is mild bowel laxation that is 
short of diarrhea, and frequently welcomed by 
the constipated hypertensive. This laxative 
effect is particularly useful in combating the 
obstipative effect of hexamethonium when the 
two drugs are combined. Another side effect of 
Rauwolfia, confined to men, may be a decrease 
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in libido without impotence. The remaining side 
effects are those of overdosage and can easily be 
relieved by interrupting or reducing the dosage. 
They include vivid dreams or nightmares, and a 
state of trembly, weak, depressed anxiety, which 
disappear on cessation of the drug. 

While Rauwolfia and its derivatives may be 
quite beneficial alone, particularly in the ordi- 
nary labile, neurotic hypertensive patient with 
tachycardia, they find their best use as back- 
ground or adjunct agents when the other more 
powerful drugs must be employed. Thus, they 
not only lessen the reactivity of the individual 
and decrease the disturbing side-effects of the 
other drugs, but also by their own bradycrotic 
effect, they counteract the tachycardia and pal- 
pitation of hydralazine, by their bowel stimu- 
lating effect they lessen the obstipation of hexa- 
methonium, and by their nausea-allaying effect, 
they moderate the emetic action of veratrum. 
It allows such agents to be used successfully in 
smaller doses than is possible alone. 

Next, we will consider veratrum. Veratrum 
viride has been used for more than a century in 
the treatment of hypertension and toxemia of 
pregnancy. The earlier preparations varied 
greatly in potency and were unstable. In recent 
years, the drug has been variously repurified, 
prepared and biologically standardized, resulting 
in several] stable, uniform potency forms. 

Veratrum is a neurogenic vasodilator which 
operates reflexly through the central nervous 
system at the hypothalamic level—producing 
arteriolar dilitation and slowing of the pulse rate. 
The hypotensive effect begins about 14 hour 
after a single oral dose, reaches a peak in 2 hours, 
and diminishes over the next 5 to 8 hours. 

Veratrum’s most objectionable side effect is 
its strong tendency to produce epigastric burn- 
ing, nausea and vomiting—at a dose that is un- 
comfortably close to its hypotensive dose. In 
more definite cases of overdosage, hypotensive 
crisis with increased salivation, hiccoughs, vomit- 
ing, bradycardia and circulatory collapse may 
occur. Attempts to improve the hypotensive- 
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emetic ratio have been partially successful in cer- 
tain of the parenteral preparations, but not to 
any significant degree in the oral derivatives. 

The preparations in current vogue are (1) 
Protoveratrine, a single-ester alkaloid of Vera- 
trum Alba marketed as Veralba by Pitman- 
Moore Co. and as Provell Maleate by Lilly—and 
(2) Alkavervir, a multiple ester alkaloid of 
Veratrum viride marketed as Veraloid by Riker. 
Other fractional preparations are Vergitryl and 
Unitensin, while the preparation Vertavis con- 
tains the whole powdered Veratrum. Unitensin 
is only available for investigative use but current 
reports from the Mayo Clinic suggest that it 
may have fewer undesirable effects than the 
other preparations. 

As examples of starting doses, one could begin 
with 249 of amgm. of protoveratrine or 2 mgm. of 
alkavervir, 4 times a day (at meals and bedtime). 
This dose is slowly increased (first the bedtime, 
then the breakfast, and finally the noon and 
supper doses), until a relatively smooth hypo- 
tensive effect is achieved—or premonitory symp- 
toms of nausea, heart-burn, indigestion, or ex- 
cessive salivation is produced. Aside from nausea 
and vomiting, veratrum has few serious side 
effects. It can cause cardiac arrhythmias, par- 
ticularly ventricular premature beats, which in 
association with the strong vagal bradycardia 
may cause considerable palpitation. In addition, 
in excessive dosage, it may cause varying degrees 
of auriculo-ventricular block. Both types of dis- 
turbance may usually be relieved by atropine. 
Hypotensive fainting commonly disappears 
without specific treatment, but may be counter- 
acted by 30-50 mgm. of ephedrine sulphate 
parenterally. The drug may be combined with 
other hypotensive agents such as Rauwolfia or 
Hydralazine in more resistant cases of moderate 
and severe essential hypertension. 

This brings us to the third hypotensor, 
hydralazine. Hydralazine hydrochloride, or 
Apresoline, is a new synthetic chemical having 
unique renal vasodilating, tachycardic and blood 
pressure lowering properties by its central 
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adrenergic-blocking action at the hypothalamic 
level and by inactivating certain pressor sub- 
stances in the blood peripherally. However, its 
action is slow, postural hypotension and other 
disturbances of vasomotor reflexes usually not 
occurring in chronic clinical usage. Indeed, most 
of the common objectionable side effects of 
hydralazine, such as headache and palpitation, 
disappear on chronic use. This is particularly 
true if the drug is instituted in small and grad- 
ually increasing dosage, or is used in combination 
with a moderating drug such as Rauwolfia. 

Side effects from hydralazine are common. 
Some of the early ones are headache (which may 
be mild to severe), tachycardia, shortness of 
breath, paresthesia and fatigue of the extremi- 
ties, nervousness, dry mouth, nausea, anxiety 
and depression. Headache and tachycardia may 
be the most troublesome, and in some cases the 
most severe. Also, migraine headaches are often 
aggravated by hydralazine—which preliminary 
or concurrent use of potassium thiocyanate tends 
to counteract. Later side effects, after several 
weeks to several months, are chills, fever, rashes, 
leucocytosis, generalized arthralgia, and periph- 
eral dependent edema. However, the edema is 
most likely not toxic, but due to peripheral 
adrenergic blocking effects similar to that oc- 
curring after peripheral sympathectomy. 

Most of the early side effects tend to disap- 
pear on continuing the use of the drug, but a 
serious rash or fever is adequate cause for dis- 
continuing its use. The most serious toxic side 
effect occurs late, usually after large doses, and 
consists of a lupus-erythematosis-like collagen 
disease with arthritis, rash, fever, anemia, albu- 
minuria, positive cephalin flocculation test and 
even L-E cells in the peripheral blood. For- 
tunately, cessation of the drug results in a com- 
plete remission. 

However, the side reactions should not pre- 
clude a trial of the drug when indicated, since 
many patients experience no side effects at all, 
many experience unpleasant but not incapaci- 
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tating reactions, and many experience reactions 
which can be controlled. 

Hydralazine is perhaps the most useful of the 
stronger drugs in lowering blood pressure in 
moderate to severe hypertensive cases. This is 
particularly true when it is used in conjunction 
with a Rauwolfia preparation. It is particularly 
efficacious in lowering the diastolic pressure, 
denoting its general as well as renal vasodilating 
action. The hypotensive action may be quite 
dramatic when the critical dosage level is 
reached, a small increment of 25 or 50 mgm. a 
day breaking the pressure from its previously 
fixed high values to a definitely lower range. 

The starting dose of hydralazine should be 
small, not over 10 to 25 mgm. 4 X day. The dose 
may be gradually increased, side effects per- 
mitting, to a maximum of 600-800 mgm. per day 
according to most authorities. However, I per- 
sonally rarely use over 300 mgm. per day 
maximum, having obtained quite good results 
with the smaller doses when used in conjunction 
with Rauwolfia and/or Veratrum, side effects 
being kept at a minimum with this plan. 

A possible cardiac complication of hydralazine 
medication is the production of angina pectoris 
with adverse Ekg changes in persons with known 
or suspected coronary disease. The pattern is 
more that of status anginosus than angina of 
effort or excitement, but is nevertheless ade- 
quate cause for reducing, if not omitting this 
drug from the hypertensive regimen. 


GANGLIONIC BLOCKING DrucGs 


The first of these, hexamethonium, is a total 
ganglionic blocking agent with marked hypoten- 
sive effect due to its peripheral vasodilating 
action, and hence used in severe hypertensives. 
It inhibits the orthostatic maintenance of blood 
pressure to a variable degree and when given in 
therapeutic dose, may also inhibit other func- 
tions of the autonomic nervous system with 
particular impairment of visual accommodation, 
intestinal peristalsis and emptying of the urinary 
bladder. Most authorities agree that it should 
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always be instituted in a hospital and with great 
caution, due to its potent side-effects and diffi- 
culties in dose adjustment. Most of those who 
use it prefer the parenteral method of several 
subcutaneous injections per day, because of the 
poor and erratic absorption by mouth. Dosage 
has to be established by trial, due to tolerance 
development and to variations in effect on 
different patients or in the same patient. Starting 
doses consist of 5-10 mgm. parenterally or 25 
mgm. orally 2 to 4 times a day with fairly rapid 
stepwise increments until postural hypotension 
or side effects are produced, then varying the 
maintenance dose according to the results. 
Besides the bladder and bowel effects, impotence 
and orthostatic weakness, light-headedness and 
syncope are rather common untoward reactions. 
Because of the above difficulties, many clinics 
have either discontinued the use of the drug or 
only use it parenterally, usually in combination 
with Apresoline. 

The second ganglionic blocking agent, Pen- 
tolinium, only recently released, has rather similar 
actions and side effects to hexamethonium, but 
can be used successfully by mouth in nearly all 
patients and gives a smoother control over 
blood pressure levels. 

Pentolinium Tartrate, marketed in this coun- 
try by Wyeth under the name Ansolysen, has the 
following advantages over hexamethonium— 
more potency, longer duration of single dose 
effect, less constipation and urinary retention, 
and more predictable hypotensive response 
orally. Important points in its administration 
are hospitalization for at least the initial 3 weeks, 
meticulous control over the regimen, strict ac- 
curacy of dose adjustment to gradually produce 
normal blood pressures in the standing position 
at the trough of the blood pressure fall—this 
being 3 to 4 hours after the particular dose. 
After hospital initiation of the drug, office blood 
pressure readings may be misleadingly high, sc 
whenever possible, the physician should depend 
on home recordings plus control by symptoms of 
hypotension, such as faintness, rather than by 


side effects such as dry mouth or blurred vision, 
Constipation should be controlled by routine 
oral neostigmine, 15-30 mgm. daily on arising, 
and if necessary by a laxative at bedtime. Eye 
symptoms usually are temporary, and mouth 
dryness may be controlled by chewing gum or in 
severe cases by pilocarpine }49 gr. Various ex- 
traneous factors such as postural changes, in- 
gestion of alcohol or heavy meal, hot weather 
and salt depletion intensifies the hypotensive 
effect of Pentolinium. 

The starting dose is 20 mgm. (14 tab.) t.id., 
with weekly increments of 20 mgm. t.i.d. until 
the desired effect is obtained, although the dosage 
schedule is freely deviated from whenever nec- 
essary. Reserpine or apresoline is commonly 
used in conjunction with Ansolysen. The pre- 
liminary results of this program in moderate, 
severe, and malignant hypertension have been 
very promising. Exudative retinal changes, 
severe loss of vision, cardiac failure, heart en- 
largement, cardiographic changes, headache and 
dizziness symptoms, and work disability have 
all shown regressive changes or disappearance in 
a large percentage of cases,—with corresponding 
improvement in survival rates. The chief con- 
traindications are pyloric obstruction, recent 
myocardial infarction, severe coronary insufli- 
ciency, marked cerebral arteriosclerosis, and 
notable renal impairment. 

In summary; the following basic points should 
be kept in mind in the medical treatment of 
essential hypertension. 

1. Almost every drug used has effects other 
than those on blood pressure. These effects may 
be minimal to severe, transient or persistent, and 
every physician who treats essential hyperten- 
sion should be familiar with them. 

_2. The effectiveness of any drug in reduction 
of blood pressure cannot be predicted. There is 
no substitute for trial of treatment. 

3. Frequently more than one basic prepara- 
tion must be used to reduce blood pressure ade- 
quately. Where there is urgent need to reduce 
blood pressure as in essential hypertension, 
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group III or IV, it seems best to begin treatment 
with more than one drug, as for example with 
pentolinium + reserpine or hydralazine. When 
the blood pressure has been reduced adequately, 
one drug may be withdrawn from the program 
of treatment to determine whether or not its 
use is necessary. In milder hypertension, treat- 
ment may be begun with one preparation. If the 
blood pressure is inadequately reduced after an 
appropriate time, another drug may be added 
or substituted. 

4. Treatment with hexamethonium and pen- 
tolinium, and in some cases veratrum and hy- 
dralazine, should be initiated with the patient 
under observation in the hospital. With the 
former, the patient must learn to determine and 
record his own blood pressure and to regulate 
dosage. Incidentally, it is not adequate to 
control hypertension of a patient only in the 
hospital. The need is to control it under more 
nearly normal circumstances as well. 

5. The essential of good treatment is reduction 
in blood pressure without serious complications. 
Unfortunately, there is much prescription of 
drugs in inadequate amounts and without 
satisfactory reduction in blood pressure. The 
experienced physician persists in treatment until 
blood pressure is reduced adequately or until it is 
apparent that medical treatment is without 
value. There can be no substitute for an informed 
physician and a cooperative patient. 

6. In general, the complications of hyperten- 


Dr. SutLEy: About a month ago, it wasn’t a 
quick look, it was a long look. I had prepared 
several pages about this particular problem 
from the viewpoint of a psychiatrist, but as time 
went on I realized that the audience is primarily 
concerned in internal medicine and will be geared 
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sion are prevented by adequate reduction of 
blood pressure. While death may occur from 
azotemia, acute myocardial infarction or cerebral 
apoplexy in spite of satisfactory or fairly satis- 
factory control of blood pressure, usually there 
is a history in such cases of very marked or very 
prolonged hypertension prior to treatment. This 
observation emphasizes the need for control of 
hypertension when it is in an early phase. 

Now I would like to show you electrocardio- 
grams from two personal cases, in order to give 
you concrete evidence of the very definite long- 
term effect these drugs have in reversing the 
left ventricular strain in such patients. 

With this very brief review of the newer hy- 
potensive drugs, I turn you back to Dr. Fort. 
Thank you very much. 

1103 St. Paul Street 
Baltimore 2, Maryland 


Dr. WETHERBEE Fort: Thank you, Dr. Garis, 
thank you very much for that comprehensive 
outline. It was quite obvious that there are other 
drugs that can be used, and as you know, there 
are other hypertensive conditions which Dr. 
Garis would have touched upon had we not been 
penalized so much for time. The moderator 
would like to ask him several questions and I am 
certainly sure you all would as well, however, we 
are so very pushed for a quick look at the psy- 
chosomatic approach to the question of hyper- 
tension, I would like to ask Dr. Sutley, if he 
would say a word. 


to thinking along the lines of internal medicine 
during this whole morning and as well yesterday. 
Any attempt on my part to ungear this thinking 
would take considerable time to refocus on the 
patient who walks in and whom you see has 
hypertension and may not be too interesting. 
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But as you see the patient and think of him in 
terms of an individual who is suffering from 
quite a severe physical illness which may have 
been precipitated by some emotional factors, or 
the physical illness, may in turn have precipi- 
tated considerable anxiety in the patient, it car 
be looked at from both points of view. 

I would like to give some consideration to the 
point of view that perhaps emotional factors 
play a role in the cause of hypertension as well 
as what can be done about the emotional factors 
if this is true. 

All of us go through a period of early life in 
which part of the work of developing is to 
synthesize and understand the feelings and 
attitudes about one another. 

During the first few years of life before the 
speech comes in, there is another element that is 
taking place. That is the synthesis of the body 
in which the person is going to function as an 
individual when he becomes an adult. As you 
look at these people with hypertension, quite 
alert and quite sensitive, they react so readily 
to a minimal amount of stress, that the doctor 
picking up the blood pressure cuff will frequently 
throw them into some type of anxiety or appre- 
hension as to what is going to happen to them 
now along that phase. Everyone of us by the 
time we reach adulthood will react to various 
amounts of stress. 

This is very useful in that when there are 
real dangers on the outside, our body is so regu- 
lated that without consciously saying “I better 
get ready to fight or run” it does get ready to 
fight or run. That is a normal reaction of the 
individual functioning in such a way as to take 
care of himself under external danger. 

These individuals as they come in the office 
frequently give the impression that they are 
taking care of themselves against a danger 
which we do see, but they are alert, sensitive, 
built up as if they might run or fight. This is 
referred to if it affects the vascular system as 
hypertension. There are other areas which may 
be affected and it is catalogued in the APA 
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nomenclature under the heading of Psycio- 
physiological Autonomic and Visual Reactions 
Affecting the Stomach and All Vegetative Org ins 
In The Body. 

We might say a little bit more about the 
immediate normal reaction to external stress. 

A person in the Army on the front line vill 
react to the actual danger of the situation and 
prepare himself for its demands at the pres«nt. 
Other persons may react to stress at work and 
become hyperactive, maybe hypertensive or with 
palpation of the heart, etc., from the stress 
caused by the job or by the boss or by someone 
in the organization with whom they are having 
some personality difficulty. They may react if 
the situation js safe enough with anger or resent- 
ment and the immediate hypertensive response 
be eliminated. Or they may not react to the 
immediacy and instead displace the anger so 
that on the way home they may become quite 
angry at Mr.. Barnes, the traffic man, or a red 
light that doesn’t turn green for five minutes it 
seems, and the further displacement of the 
anger may actually cause a repression of the 
anger so that it isn’t expressed in any way. This 
built-up repressed anger which isn’t safe to let 
out of the system and express, accumulates 
through the years so that the person is con- 
tinuously functioning as though he is angry or as 
though someone else is angry at him. It is a 
continued state of readiness for flight or fight. 

There are some patients who can be helped 
through some psychotherapy and still maintain 
their relationship with the internist. It would be 
quite foolish to attempt psychotherapy without 
the internist when the patient is having hyper- 
tension. 

So speaking of the repression as a side rela- 
tionship to the reality of the hypertension and 
the medical factors that enter into it, the ques- 
tion is what can the internist do or how can he 
approach a patient like this who is so sensi'ive. 

I think if the patient is directly told thai the 
possibility that repressed rage may have some- 
thing to do with this and that he ought to »ce a 
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psychiatrist, that instead of quieting the rage it 
would probably increase it and along with it the 
blood pressure. But there is an area, I think, 
where the internist can talk to this patient and 
that is the area of spending a little time dis- 
cussing the patient’s inter-personal relationships 
to cher people. No one who is functioning as a 
hyp: tensive patient, if the emotional factors 
enter into it, will be able to function comfortably 
inal: phases of everyday life, so you know before- 
han, before you start asking questions, that you 
will ‘ind something. That is always helpful, but 
ask ‘he patient to tell you something about his 
worl, how he gets along with the people at work, 
how the hypertension may affect his work or 
whether it affects his work in any way. Does he 
feel as capable now at work as he once did? 
Does he feel that with his ability he is as suc- 
cessful as he might be? Open up the interpersonal 
relationship between the internist and the 
patient by suggesting that possibly some stress 
area is at work, and if you don’t find too much 
there you can go on to the social element. How 
many friends do you have in the neighborhood? 
How often do you see them? What do you do 
when you are with friends, do you play cards or 
go to athletic games, or do you do like the group 
of doctors, have meetings, what do you do? 

Is there any particular group of friends that 
you get along with better than others? Is there 
any type of person that you are particularly 
sensitive to? Questions along these lines may 
open up situations in which the patient may 
think, well, yes, I notice my blood pressure goes 
up about the time something happens in the 
neighborhood. Cover a little bit about recreation, 
and usually save the interpersonal relationships 
of the family for last, perhaps the patient is a 
little more sensitive there. 

Ask him about the children, about the wife, 
the relatives, what they talk about, what they 
do as a family unit, and I think if you cover 
those areas you will find many thoughts and 
feelings that the patient may have about stress. 
Then, if you are interested in a psychiatrist 
seeing the patient, talk to him on the basis of 
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“‘you’re not seeing a psychiatrist because of the 
hypertension specifically, but because the hyper- 
tension is interfering with your personal life and 
you are not accomplishing quite as much in your 
everyday life as you seem to be capable of 
doing.’”’ I was going to mention something about 
the psychiatric work. It might be helpful if I 
just spend a minute on that. 

If a patient like this comes to a psychiatrist 
and you approach him immediately with the 
direct attitude, “hypertension, the blood pressure 
being what it is, is caused by the fact that you 
are just angry about something and that you 
just don’t know it,” I am sure the patient won’t 
spend the first hour in the office. If you would 
take the previous talks of this morning and 
transpose them back through time to two hun- 
dred years ago, and would give the same talks 
you would have been met with a great deal of 
opposition for trying to approach the patient on 
the basis of tablets worthwhile for hypertension. 
It is the same way now in the field of Psychiatry. 
If you approach them too directly, instead of 
helping them, you make things worse, and so it 
is a very slow process in which the anger that 
has been built up is gotten out slowly and 
understood on a slow basis. Thank you. 

411 Chestnul Avenue 
Towson 4, Maryland 


Dr. Fort: Thank you, Dr. Sutley, I always 
have felt we could give a trade name to the 
psychiatrist so the patient wouldn’t understand 
what they were going to see. It might be a lot 
easier. 

I have also a question I would like very much 
to ask,—If they were told it was for their pres- 
sure, whether they’d be better off? If you begin 
talking about their social life, I was just wonder- 
ing whether or not they are scared of their pres- 
sure and they might want more help from that 
standpoint, but that is another argument we 
can’t get into. 

Now, John (Dr. JoHN CHAMBERS), seriously, 
you’ve got two minutes to tell us three reasons 
why surgery is no good. Now, can you do that? 
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SURGICAL ASPECTS OF HYPERTENSION 


DR. JOHN W. CHAMBERS 


Dr. Jonn W. CuHaAmBers: Dr. Fort, I was 
sure it was a mistake that Ridgeway Trimble 
wasn’t here to talk, first of all because he really 
knows something about the subject, and sec- 
ondly, he is enthusiastic about it and I’m afraid 
I am not. 

I think that surgery for hypertension is 
probably never very effective at the present 
time, that it is certainly largely outmoded. I 
think it should only be used in most instances 
in younger people with rapidly progressive, 
malignant hypertension as sort of a last ditch 
stand, and occasionally in those cases you get a 
satisfactory or even a brilliant result. 

I think the surgeons, in general, have either 
been too influenced by their enthusiasm or 
something has happened to jumble the statis- 
tics, because the results that Peet reported in 
Michigan with just thoracic sympathectomies 
are just as good as the results Smithwick and 
Grimson have reported, with more extensive 
sympathectomy. Somewhere along the line the 
figures and the facts do not fit quite exactly. 

The only other thing I would like to mention 
again, is that the surgeons have had an unfor- 
tunate habit of sort of minimizing the length of 
time the patient is laid up following this opera- 
tive procedure. 

Are there any questions? I don’t really see 
anything to discuss further from my point of 
view. 

Question: (Distant VorceE Not C1rear) 
Reference to headache and eye changes follow- 
ing sympathectomy for hypertension. 

ANSWER: Dr. CHAMBERS—On the question of 


* 
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why headaches and eye changes regress when 
the blood pressure may not be influenced by the 
operative procedure, the mechanism of this isn’t 
very clear. Some people have felt the headache 
disappearance was somewhat non-specific and 
that the bed rest for a length of time, that un- 
fortunately these people are required to have, 
might play some role in that. 

The other thing is that Bronson Ray and his 
associates have felt that probably the regression 
of the eye changes and the headache disappear- 
ance was due to decrease of vasospasm, the sort 
of readjustmient to the body. You have got 
vasospasm above the level of the sympathec- 
tomy, and if this was responsible for the symp- 
toms the changes may well be true. Again (the 
surgeons minimize this), sweating in the arms is 
not something that tends to disappear in a few 
weeks or a month or two. Thank you. 

18 W. Franklin Street 
Baltimore 1, Maryland 


Dr. Fort: Thank you, Dr. Chambers, I’m 
certainly sorry the time does not permit some 
discussion of the various tests that one could use 
for hypertension, but you will have to refer to 
your literature, I’m afraid. We are now 35 
minutes late for lunch which will be purely a 
hypertension one and which you will get while 
opening the door, and I want to thank the Panel 
and the Committee for letting us be on it. 

Dr. JARRETT: I wish to take this opportunity 
to thank Dr. Fort and his very able Panel for 
this comprehensive, lucid evaluation of a very 
baffling subject. Now we go eat. 


* * 
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ARTICLE OF INTEREST 


FURTHER NOTES ON THE DECLINE AND 
FALL OF THE U. S. A.* 


AMOS R. KOONTZ, M.D. 


Baltimore, Maryland 


In a previous communication (1) I called 
attention to some of the absurdities and immoral 
practices going on in the huge octopus called the 
Veterans Administration, whose tentacles reach 
into every facet of our society and which is 
gradually sapping the strength of our country 
and undermining the moral fabric of it. It is 
pertinent to add a few notes to those already 
published. 

A great many of our citizens are openly urging 
their friends not to go to private doctors but to 
take advantage of the VA gravy train. That 
many are following this advice is attested to by 
the fact that approximately 87% of the thou- 
sands of patients in VA hospitals have non- 
service connected disabilities. The figure is 
probably higher than this. I recently made ward 
rounds on all the surgical patients in a Veterans 
Hospital and during the rounds saw only one 
service connected case. 

A great many people think it is their right as 
veterans to be subsidized by their fellow citizens. 
This I consider immoral. Throughout the cen- 
turies it has been axiomatic that it is the duty 
of the public spirited citizen to defend his country 
in war time. Those who have been unwilling to 
do so have been considered slackers and have 
been looked down upon by the general run of 
citizens—soldiers and civilians alike. Why then 
should a man, because he has served his country 
in war time, be set aside in a specially privileged 
class? A man of pride would be ashamed to be so 


* First article, “The Decline and Fall of the U.S.A.,” 
published in Vol. 5, No. 10, October 1956. 


considered, and yet that is the attitude that we 
have allowed to grow up in a large segment of 
our population, and it is the attitude which, I 
am ashamed to say, is fostered by the American 
Legion, to which I belong. There is a huge 
segment of the veterans population who will 
now go to private doctors only if they feel that 
they can’t get as good medical treatment in a 
VA hospital as they can in a private hospital. 
“The public be damned” is their attitude, and 
they are willing to milk their fellow citizens as 
long as there is a drop left in the public udder. © 
They seem to forget the fundamental biological 
fact that cows do sometimes go dry. 

Neither are the members of our own profession 
entirely free from taint. Some physicians, as a 
friendly gesture of helping their patients, suggest 
that they save money by going to a VA hospital 
instead of to a private hospital. I believe that 
the number who do this is relatively small. Those 
who do should remember that the first duty of a 
doctor is his obligation as a citizen and that 
that obligation precedes his obligations even to 
his patients. 

A former medical director of the Veterans 
Administration was heard to advocate, in an 
address before the Association of Military Sur- 
geons of the United States, that all veterans and 
their dependents be given free medical care as a 
means of combatting socialized medicine. If his 
recommendations were put into law, we could 
forget about the fight against socialized medicine 
because it would be an accomplished fact. Then 
we would all be working for the government all 
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the time, instead of just part time, as we are now. 
How silly can one get anyway? 

There are still those among us who turn a 
deaf ear to all these disagreeable warnings, I 
believe principally because they prefer to think 
about pleasant things. So do we all. But remem- 
ber that while we are engaging in pleasant day 
dreams our enemies (and I consider anybody 
an enemy of the body politic who does not put 
his country’s interests first) are working day and 
night to further socialize this great country of 
ours, which is the finest exponent of free enter- 


Further Notes on the Decline and Fall of the U.S. A. 


prise the world has ever seen. Socialization means 
deterioration and the abolition of thrift, incentive 
and initiative. It has been tried throughout 
history time and time again and always even‘u- 
ally given up, always to be tried again by sone 
other peoples who are not willing to profit by 
the lessons of history. It is silly to say it cen’t 
happen here. It is happening here and the ad- 
vance is not at a snail’s pace. It is at a fast gallop. 


REFERENCE 


1. Koontz, A. R., The Decline and Fall of the U. S. A. Md. 
State Med. Jour. 5, 629-631 (Oct.), 1956. 
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Component Medical Societies 


ALLEGANY-GARRETT 
COUNTY MEDICAL 
SOCIETY 
LESLIE E. DAUGHERTY, M.D. 
Journal Representative 


Dr. H. V. DEMING 


Dr. Herbert VanVecten Deming served many 
years as secretary of the Allegany County Medical 
Society and patented the first coiled spring shock 
abscrber on the modern automobile. Perhaps, his 
early days asa horse and buggy doctor, emphasized 
the necessity of more comfortable travel in going to 
see his patients, and accounts for his useful and 
active life as a family physician, having passed 
the ‘three-quarter century mark. 


PERSONALS 

Dr. George Simons, Cumberland, Md., is the 
chairman of the committee for establishing the Ra- 
dio-Isotope Laboratory, in Allegany County. It will 
be located in the Memorial Hospital, Cumberland. 

As specific functions, evaluation of toxic thyroidi- 
tis will be on a more sound foundation, than the old 
Basal metabolism test, as well as cold and hot 
nodules in the thyroid. 

Dr. William P. Iames, of Cumberland, has been 
appointed as assistant plant physician at the 


On his arrival in Cumberland fifty years ago 


4 


Dr. H. V. Deming today, with a busy practice; he is an 
inventor and serves as Medical Examiner for Allegany County. 


Celanese Corporation of America, Amcelle, Md. Dr. 
Iames graduated from Jefferson Medical College in 
Philadelphia, in 1954, and served his internship at 
Conemaugh Valley Hospital, Johnstown, Pennsyl- 
vania. He is married and has three children. 

Dr. E. I. Baumgartner and Mrs. Baumgartner, 
Oakland, Md., attended the World Medical Asso- 
ciation meeting, at Havana, Cuba, during the 
month of October. 


BALTIMORE CITY MEDICAL 
SOCIETY 
CONRAD ACTON, M.D. 
Journal Representative 


The Executive Board had its second regular 
meeting of the season Tuesday, 25 September and 
heard an effective presentation of the American 
Medical Education Foundation by Dr. William S. 
Stone, chairman of the AMEF Committee of the 
Faculty. Dr. Stone discussed ways and means of 
bringing this important support of medical education 
to the interested attention of Maryland doctors. 
The Ford Foundation has agreed to match all con- 
tributed funds at 70% up to a certain amount, and 
at 100% above that. It does seem to be an unpre- 
cedented way to double your money, with no risk. 

A decision arose concerning members of County 
Medical Societies who want to join specialty sections 
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of the City Society. It was generally agreed that 
they could become Associate Members of the 
Baltimore City Medical Society under the present 
constitution without difficulty. This applies par- 
ticularly to the Section on Internal Medicine which 
is considering the organization of a Society for 
Internal Medicine on a state-wide basis, comparable 
to such Societies for Internal Medicine in other 
states. The Radiology Section also has made in- 
quiries. 

Attention was called to the fact that the Surgical 
Section had held no meetings for over three years. 
The function of an organization on paper without 
activity was discussed. A letter was directed to be 
written to the Chairman of the Section, requesting 
his views on its activation, or possible disbandment. 

Dr. J. Sheldon Eastland reported on his July 
attendance at a Civil Defense Health Services 
Planning Conference in Battle Creek, Michigan, 
where he represented the Baltimore Area. The 
conferences were a disappointment to him, seeming 
to be slanted at a grade school level. While making 
allowances for current handicaps under which Civil 
Defense works, this meeting as organized and pre- 
sented, had not helped the situation. He did gain 
many excellent ideas from other Area Representa- 
tives. The City of Cleveland and the State of 
Georgia described several novel and serviceable 
ideas. The whole program, otherwise, seemed to be 
in a state of chronic drift. The Executive Board 
heard this considered indictment of National Civil 
Defense and directed that a letter calling attention 
to the situation be written to each Maryland 
Senator and Congressman. Dr. Amos R. Koontz 
expressed the view that in the event of a National 
Emergency, martial law would be put in effect and 
the United States Army would be in charge, anyway. 
He urged that the Army be empowered and enabled 
to prepare now, in advance, for a responsibility it 
would be called upon to ultimately assume. 

* * * 


A regular meeting of the Baltimore City Medical 
Society was held on Friday, 5 October. Approxi- 
mately sixty-five members present, by actual count, 
elected eighty-seven new members to the Society 
(fifty-six active and thirty-one associate). 

President Grant E. Ward continued the pleasant 
custom of inviting officers of one of the County 
Medical Societies to attend the meeting with us. He 
introduced Dr. Robert H. Wright of Greensboro, 
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President of the Caroline County Medical Society, 
as the official guest of the evening. 

The scientific portion of the program consisted of 
a Panel Discussion on “Management of Patients 
with Renal Stones,” participated in by Dr. William 
W. Scott, Professor of Urology, Johns Hopkins Uni- 
versity; Dr. John D. Young, Jr., Professo: of 
Urology, and Dr. Thomas B. Connor, Assistant 
Professor of Medicine, University of Maryland. 

Dr. Scott informed the audience that he had ‘“‘lost 
the toss” and would be moderator and that the 
panelists had agreed to hold to the general format of 
a 1954 symposium of the American Urological 
Association. He then called on the other panelists 
alternately for digests of such topics as geographic 
incidence of stones, composition of stones, factors in 
stone formation, conditions affecting hypercalcemia, 
items of importance in the clinical history, battery 
laboratory tests, and, finally, management. This 
presumed institutional care with the finest laboratory 
facilities. 

Questions from the floor showed audience interest. 
Three questions were asked concerning the present 
status of developments in the management of pa- 
tients with renal stones by: (a) fracture of renal 
stones by ultrasonic waves being investigated at 
Yale; (b) management of renal colic by paraverte- 
bral block; and/or (c) massive intravenous doses of 
Banthine or probanthine. No one on the Panel or in 
the audience could give an answer or admit ex- 
perience along any of these lines. 

Coffee and doughnuts, served after the meeting 
by the Woman’s Auxiliary, were more heartily 
enjoyed than usual. Many thanks to Mrs. Ellsworth 
Cook, President, for continuing this gracious custom 
and to her energetic committee, represented that 
evening by Mrs. Raymond V. Rangle and Mrs. 
William C. Ebeling. 


BALTIMORE COUNTY 
MEDICAL 
ASSOCIATION 


DONALD L. SOMERVILLE, M.D. 
Journal Representative 


At a recent meeting of the Baltimore County 
Medical Association at the Dundalk Y.M.C.A., Mr. 
A. H. Bode, Mr. Francis S. Filbey, and Mr. Edward 
H. Johns discussed various aspects of the sulject, 
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“What Labor and Management Expect of the 
Medical Profession.” The officers of the Association 
feel that their remarks are something that should be 
publicized more fully, and we are taking this oppor- 
tunity to do so, hoping to cast some light on this 
interesting and important situation. 

The first speaker, Mr. A. H. Bode, is Director of 
Industrial Relations at Bendix Radio. He began by 
saying that nothing is more important to industry 
than its employees, and industry is acutely aware of 
the importance of community health and the health 
of employees and their families. He further stated 
that Industry favors equitable State Workmen’s 
Compensation Laws which provide for compensat- 
ing employees for illness or accident arising out of the 
course of their employment; in addition, Industry 
has made available, generally, group insurance plans 
which protect employees and their families against 
non-occupational illness and injuries, these plans 
benefitting not only the employee but also hospitals 
and the medical profession, inasmuch as they make 
payment of indebtedness easier. Through plant 
dispensaries, Industries also offer certain advisory 
and other health benefits, and furthermore, bear the 
full cost of paid rest periods, paid holidays, paid 
vacations, paid pensions, and various types of un- 
employment compensation plans—all designed for 
the well-being of employees to promote regular 
attendance on the job as well as efficient work. 

Mr. Bode went on to say that industry fully ap- 
preciates the great contributions made by doctors 
and those dedicating their lives in the field of 
medicine and strongly relies on their advice and 
recommendations. Industry is opposed to Socialized 
Medicine and the formation of clinics through which 
all employees must be treated to qualify for health 
benefits, which means that Industry is relying on 
private medicine to see to it that these costly health 
and welfare programs are not abused, since abuse 
increases cost and encourages malingering and 
absenteeism. He concluded by stating that in addi- 
tion to insurance costs, absenteeism is an expensive 
item to all of industry; Industry holds the private 
physician in very high esteem and occasional abuses 
are not meant as an indictment of the whole medical 
profession, of course, but earnestly solicits the active 
support of all physicians in halting an unfortunate 
trend to costly, wasteful abuse here and there. 

The next speaker was Mr. Edward H. Johns, 
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Executive Secretary of the Baltimore Federation of 
Labor. He stated that the A.F. of L.-C.1.0. has a 
seven point program which includes expanding 
facilities for training doctors and nurses, establish- 
ing institutions in the field of serious diseases, 
special aid to rural and other shortage areas, pro- 
grams for maternity and crippled children, and 
Health Insurance. Certain benefits could not be 
obtained through legislative channels, Mr. Johns 
said, and so were obtained through health programs 
through collective bargaining. Labor and Industry 
both favor Workmen’s Compensation. Down 
through the years Labor has asked legislation to 
amend the Workmen’s Compensation laws (which 
began in 1912), but when they go to Annapolis to 
see benefits increased, they run into opposition from 
insurance companies. Recent amendments passed in 
1955 increased disability compensation, but rates 
are still too low. Mr. Johns went on to say that the 
doctor plays an important role in occupational 
injury—he must be depended on for knowledge of 
injury and claimants’ problems. Labor feels that 
more important than Workmen’s Compensation is 
the prevention of accidents. Mr. Johns stated that 
in some industries it will be found there is no pro- 
gram for safety, and has suggested that the State of 
Maryland fill in this gap by creating a commission to 
work in the community and find ways to prevent 
many job hazards. An Advisory Committee is sup- 
posed to make a study and recommendations to the 
State. Mr. Johns concluded by pointing out that 
Labor, certain members of the legislation, and cer- 
tain members of the insurance profession feel that 
the Occupational Disease Board is not functioning 
in the interest of the claimant. Under the present 
law the Occupational Disease Board decision is final, 
and there is no appeal. A bill has been introduced 
abolishing that Board. 

The last speaker was Mr. Francis S. Filbey, 
President of the Baltimore Federation of Labor. He 
began his talk with a discussion of Disability In- 
surance, stating that a long, drawn-out illness in 
which the patient has used not only his own entire 
resources, but also the resources of the other mem- 
bers of his family, and all benefits are exhausted, 
and the patient is still under the care of the medical 
profession or still hospitalized—such an illness should 
be designated as catastrophic illness, which it most 
certainly is. Some form of insurance should be de- 
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vised especially for such situations, perhaps along 
the line of automobile insurance plans, with a 
certain amount deductible, and with a premium low 
enough so that the average working man could 
avail himself of this type of policy. One sure way to 
do away with the threat of socialized medicine, Mr. 
Filbey believed, would be definite legislation to help 
reduce the cost of medical care in such catastrophic 
cases. 

Following these presentations by the guest speak- 
ers, considerable discussion took place. Inquiries 
were made as to social service departments in large 
plants; Mr. Bode explained that the personnel de- 
partment acted in this capacity. It was felt that 
plant physicians and personnel staff should be given 
authority to act in cases of personal necessity, for at 
present a bad situation exists: The worker comes to 
his private physician for compassionate leaves of 
absence, for problems not truly medical in scope. 

A standard fee for compensation cases was sug- 
gested by some members, and clarification was 
sought for the problem of treating men whose first 
visit has been made to a private physician and 
subsequent visits must be made to a clinic. It was 
also believed that the Occupational Disease Board 
now existing should definitely be replaced, as sug- 
gested; the majority thought a Board chosen an- 
nually from names submitted by the Medical and 
Chirurgical Faculty would be more suitable, for if 
there were such an unbiased, highly competent 
Board chosen, the court cases would dwindle, as 


they have in states where such professionally chosen 
boards have been established. 


FREDERICK COUNTY MEDICAL 
SOCIETY 
LOUIS R. SCHOOLMAN, M.D. 
Journal Representative 


Society NEws 

The society resumed its monthly meetings on 
September 18th at the Peter Pan Inn at Urbana. 
Speaker of the evening was Dr. Thomas Michael, an 
otorhinologist of Baltimore, who spoke on headaches. 
His talk was received with interest and evoked 
considerable discussion in which Dr. Robert J. 
Huebner of the National Institute of Health joined. 


Hospitat Events 


The September meeting of the Active Staff was 
held on September 10. Dr. J. E. Stoner presented a 
case of fatal cerebral hemorrhage in a case of 
lymphoblastic sarcoma. The second case presented 
by Doctors Thomas Stone and J. B. Thomas was 
that of suppurative Pott’s disease of the thoracic 
spine diagnosed by aspiration and recovery of the 
mycobacterium by direct smear. 

A joint meeting of the Medical and Pediatric 
Departments was held September 28. The program 
consisted of a discussion of dietitian-physician co- 
operation in improving the entire dietitic set-up led 
by Miss Victoria M. Brust, Chief Dietitian. 

A new class of fourteen nurses is now coursing the 
halls. This brings to 34 our present enrollment. 


CALENDAR OF EVENTS AT HOPKINS 


Do YOU WISH TO BE PLACED ON THE MAILING LIST? 


The Johns Hopkins Medical Institutions will issue a Calendar of Events weekly. Any mem- 
ber of the Faculty desiring to be placed on the mailing list please communicate with the 
Department of Public Relations, Johns Hopkins Hospital, Baltimore 5, Maryland. 
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Library 


“Books shall be thy companions; bookcases and 
shelves, thy pleasure-nooks and gardens.” ibn Tibbon 


LIBRARY CHATTER 
LOUISE D. C. KING, Librarian 


By the time this goes to press, we hope to have 
added a number of new textbooks to our Library, 
so row is the time to borrow that book you have 
been meaning to read and have “not gotten around 
to i:.”’ Or perhaps you would like to suggest a worth 
whi!: book which should be on our shelves, one 
which you know might interest others as well as 
yourself. We welcome suggestions which will assist 
us to make the library more useful to our Members. 

Along with the books of clinical use and value, the 
Library houses treasures, many of which would be- 
guile those few hours of leisure you devote to reading 
for pleasure. Do you know the little volume, 
“Poems,” by the late Doctor John Shaw, to which 
is prefixed a biographical sketch of the author, pub- 
lished in Philadelphia and in Baltimore in 1810? 
Aside from the quaint poems, the biographical 


sketch is fascinating reading, giving descriptions of 
John Shaw’s impressions of Algiers and other ports 
of call where he went as a surgeon with the fleet. 
During his short life, 1778 to 1809, he was a promi- 
nent figure in his brief sojourns in this area, and it 
was he who in 1807 drew up the “Act of Incorpora- 
tion” for the Maryland Medical College, forerunner 
of the University of Maryland. The little volume is 
too fragile to lend, but there is a photostatic copy of 
the biographical sketch. 

You might also be interested in the small book of 
“Tributes to W. W. Francis on the occasion of the 
35th anniversary of the Osler Society of McGill 
University,” published in 1955. These sketches are 
charming and reminiscent of times which are chang- 
ing all too rapidly. 

Neither of these little books would take long to 
peruse, yet read with a sympathetic mind, would 
truly be “The pause that refreshes.” 
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Necrology* 


Charles Robert Austrian, MD. 
1885-1956 


Dr. Walter D. Wise was chosen to write the following Memorial Resolution, which has been 
spread on the minutes of the Council meeting of September 20, 1956, and the meeting of the 
House of Delegates of September 21, 1956, of the Medical and Chirurgical Faculty of the State 
of Maryland: 


The Medical and Chirurgical Faculty has lost one of its most distinguished and valued members, 
For 44 years Dr. Charles Robert Austrian was an active and interested member of this Society. His 
activities ranged from committee memberships to committee chairmanships, membership in the 
Council and the presidency. He filled many special appointments, playing an important part in the 
activities of the Finance Committee, the Committee on Constitution and By-Laws and was most 
influential in the adoption of the Blue Cross and Blue Shield Plans. 


CHARLES Ropert AvustRIAN, M.D. 


In 1943 he was elected President of the State Society and graced this position in the highest 
tradition. It might have been thought that this would release him from further obligation to the 
Faculty; however, upon expiration of his presidential year, he was re-elected to the Council and 
remained a member until the end of 1955. Having been elected to the Council in 1925 and having 
served uninterruptedly (ex-officio in 1943) for 30 years sets a record. During this period he was a 


* Memoir Committee: A. S. Chalfant, M.D., Chairman, John F. Hogan, M.D. and Robert H. Riley, M.D. 
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much sought, busy practitioner and consultant, yet of the 128 meetings held in this period, he was 
present at 110. By virtue of his membership in the Council he was a member of the House of Dele- 
gates all these years. 

In the death of Dr. Austrian the loss to the Medical and Chirurgical Faculty is a grave one. Yet, 
how fortunate we were to have had his services and friendship for so long a period. Many will re- 
member his attributes. For those who had not the privilege of serving with him or knowing him well, 
there should be a record of his splendid character, his stand for the correct, his ability medically and 
generally, his kindliness, ever forebearing, never harsh, ever proud, never overbearing, his dignity, 
his devotion to duty, his willingness to sacrifice personal affairs and to use a waning strength for 
the good of his profession. 

The Council will miss his judicial mind, his high tone, his unusual facility in the impromptu use of 
the English language with such clarity and correctness. 

The Faculty has lost a member, who had outstanding attributes of character, high mental at- 
tainments and great charm, a rare person—who died as he lived—on the plus side of duty.f 

Dr. Austrian would have been an ornament to any line of endeavor. Perhaps the study and prac- 
tice of medicine developed him as he helped to develop medicine, and thus was fulfilled Francis 
Bacon’s precept: 

“T hold every man a debtor to his profession: . . . So ought they of duty to endeavor them- 
selves by way of amends to be a help and ornament thereunto.” Preface—Maxims of the 
Law. 


Wa D. Wise, M.D. 


+ Dr. Austrian was in New York City, on a vacation, and had come back to Baltimore for a consultation, when he died out- 
side of the office of a colleague, where he was to have met the patient. 
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BALTIMORE CITY HEALTH 
DEPARTMENT 


The Cure for Accidents Is Prevention 


In a recent Saturday Letter to the Mayor, the 
Commissioner of Health wrote: 

“You will be pleased to learn that in view of the 
large number of preventable home accidents that 
occur each year, the Baltimore City Health Depart- 
ment has joined with the Maryland State Depart- 
ment of Health and the Baltimore Safety Council 
in a program designed to create a greater awareness 
to home hazards and how such accidents may be 
prevented. 

“The enclosed leaflet ‘What Do You Fall For?’ 
was prepared jointly by these agencies and is now 
being distributed as widely as possible throughout 
the city and state. 

“On the occasion of the beginning of the school 
year the Bureau of Biostatistics has made inquiry 
into the records of motor vehicle accidents that 
involve school age children. The bureau’s analysis of 
data compiled by the Baltimore City Police De- 
partment indicates that traffic accidents are one of 
the major health hazards for children in the first 
four grades of elementary school. The terrible 
tragedy of the motor killing of the two Griffiths 
children in Chicago on the first day of school day 
before yesterday is grim testimony of this. 

“In 1955 a total of 7,653 persons was injured in 
traffic accidents that occurred in Baltimore City. Of 
this total, 1,142 or nearly 15 per cent of all injuries 
took place among 5 to 9 year old children. The 
accident rate for this group was 12.9 per 1,000 
children, a figure considerably higher than the rate 
for all ages, 7.9 per 1,000 persons. In this age group 
more than twice as many boys as girls were injured 
in traffic accidents. 

“The pedestrian actions most frequently asso- 
ciated with injury to these young children were: 
Crossing streets at locations other than intersections, 
coming from behind parked cars, crossing at inter- 
sections not equipped with signals and playing in 
roadways. 

“Accident statistics should be more than numbers 
treated in bulk. They constitute terrific evidence of 


known dangerous conditions and describe niany 
types of potential or actual personal disaster. Acci- 
dent prevention is a responsibility that concerrs us 
all. Safety is a habit which children must learn ‘rom 
parents. Traffic accidents should be listed among: the 
preventable diseases. The Baltimore City Health 
Department has a motto which goes: ‘The Cure for 
Accidents is Prevention.’ 

Very truly yours, 


ND? 


Commissioner of Health” 


STATE DEPARTMENT OF HEALTH 


Improvement In Tuberculosis— 
Not Final Achievement 


_ Dr. Elmer P. Sauer, Medical Director, Maryland 
State Tuberculosis Hospitals, has reviewed the 
present tuberculosis situation in Maryland. Pre- 
sented below are his comments on the clinical and 
public health aspects of tuberculosis. The next issue 
of this Journal will carry his views on the problems 
of infection, immunization and prevention. 

While there is continued progress in the treatment 
of tuberculosis, the cherished goal of eradication is 
still far off. Although a marked change for the 
better in treatment has occurred in the past ten 
years, specific attempts at the control of infection 
have not kept pace. If patients are to recover, 
treatment of tuberculosis must be adequate. Today’s 
treatment of the disease is very complicated. Those 
taking part in it should be well versed in modern 
therapy, which has changed rapidly in the last few 
years. The half-treated patient is still liable to 
relapse at least 30% of the time, if treated even less 
the patient is almost sure to relapse and generally 
will do so rather quickly. It is best to use anti- 
tuberculous drugs as soon as the diagnosis has been 
made. Streptomycin (SM), Para-aminosalicylic acid 
(P.A.S.) and Isonicotinic acid hydrazide (INF) in 
various combinations, or all three at one ‘ime, 
continue to be our most effective drugs. They should 
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be used in adequate dosage, uninterruptedly for a 
long period of time. This is a cardinal rule in the 
therapy of tuberculosis. I personally prefer twelve 
months as a minimum. It is often necessary that 
this be longer, where the disease is well entrenched 
when discovered, or where therapy has been started 
late. Resistance to drugs must be avoided if one is to 
succeed. Many patients that we see have no hope of 
getting well because drug resistance has developed on 
inadequate previous treatment. Viomycin, Pyra- 
zinamide and Cycloserine may be used when the 
othe: drugs have failed. They are usually given 
where patients cannot tolerate Streptomycin, P.A.S. 
or INH, or where these drugs have lost their ef- 
fecti: eness. 

Surgery has taken a more important place in the 
treat ment of tuberculosis with the availability of the 
present anti-tuberculous drugs, anesthesia and 
pulmonary function tests. Collapse and excision are 
the two types of surgery commonly used, but in the 
past ten years there has been a greater trend toward 
excision. Anti-tuberculous drugs make the spread of 
infection less likely and tend to make surgical pro- 
cedures much safer. The present motto is: to use 
surgery aS soon as it appears that medical therapy 
will not be adequate, to remove as much of the dis- 
eased lung as necessary, but to preserve normal 
pulmonary function to the greatest extent possible. 
At the present time, it is considered desirable to 
remove cavities. Surgery is also indicated in those 
cases with localized disease where the positive 
sputum persists. Patients with a relapse after ade- 
quate therapy should be definitely considered po- 
tential surgical candidates. 

The present decrease in the scope of the tuber- 
culosis problem is due to many factors. The effective 
use of chemotherapy ranks high and probably first. 
Improvement in living standards as translated into 
more food, less physical labor and better housing is 
very important. The spread of infection can be 
prevented through adequate hospitalization or isola- 
tion and treatment of infectious patients. Education, 
case finding and rehabilitation are other significant 
factors in a complete tuberculosis control program. 
Case finding should probably be singled out. Tuber- 
culosis is a relapsing type of infection. It is necessary 
to keep constantly alert to find the new case as 
well as the case that has again become active. 

A downward trend in mortality has been in evi- 
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dence for many years. The rate of decline has been 
accelerated as new drugs have been found. At 
present, however, it appears that this spectacular 
decline has been halted. It may stay at the same 
level until new advances in treatment are found; it 
is even possible that a slight rise in the death rate 
may occur in the near future because better therapy 
and postponement of death in cases that cannot 
recover lead to an accumulating case load. 

Of all the infectious diseases, tuberculosis is still 
the top killer and, most important, a disabler for 
long periods of time. The death rate of the United 
States has declined from about 200 at the turn of the 
century to 10 per 100,000. Maryland still rates 
moderately above the average. Its death rate con- 
tinues considerably higher than average in the non- 
white, in the person past 50, and in the male. While 
the mortality rate has shown a sharp decline, mor- 
bidity is decreasing slowly. Between 1952 and 1954, 
there has been an annual average decrease of 4.4% 
in new cases. At the present time, it is estimated 
that in the United States there continue to be 
400,000 cases of active tuberculosis, of which proba- 
bly 150,000 are unknown. In addition to these, there 
are about 800,000 inactive cases of tuberculosis 
which require supervision. About 500,000 of these 
are unknown to the various health departments. 
Since tuberculosis is a disease that tends to reacti- 
vate, it is quite important that these cases be found 
and followed. 

These few basic figures in the problem before us 
indicate that much is still to be done. According to 
the U.S. Public Health Service, slightly less than 
half of the active cases receive any hospitalization. 
These patients are infectious and definitely in need 
of very intensive supervision and active treatment. 
A great challenge is seen here, not only in attempts 
to secure adequate treatment, but to prevent the 
spread of the disease to others. Half of these patients 
are 45 years of age or more and in nearly 90% the 
disease is far advanced. It is still difficult with the 
best of therapy to secure a good result in the very 
far advanced case. A ten to twenty per cent failure 
rate is not uncommon and becomes greater with 
inadequate therapy. Outside the hospital, approxi- 
mately half of these patients with tuberculosis have 
neither rest nor drug therapy and they are under no 
medical supervision. They seldom have adequate 
sputum examinations. It is therefore difficult to 
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determine the activity of many who are considered disease, but far advanced tuberculosis still consti- 
inactive at home. Generally, the greater the density tutes a great percentage of those coming for treat- 
of population, the more Health Department facilities ment. 


are readily available. Maryland has an unusually 
good clinic service for all counties and for the City of 
Baltimore to provide these necessary services. 
The germ of tuberculosis continues as virulent as pitas, on ie 


ever and the characteristics of the disease have not 
changed. We now see less of the terminal type of Director 


ARTHRITIS CLINIC 


On the first Friday of every month, at 11:00 A.M., the Maryland Chapter of the Arthritis 
and Rheumatism Foundation conducts an arthritis clinic at the Baltimore League for Crippled 
Children and Adults, 827 St. Paul Street, Baltimore. 

All Maryland doctors are invited to refer to this clinic any of their patients who are suf- 
fering from arthritis and rheumatism. 

Patients will receive no treatment but will be examined by members of the Chapter’s 
Medical Committee and a detailed report sent to the referring physicians proposing a treat- 
ment program. There is no charge to anyone for this service. 

Should referring doctors wish to accompany patients to this clinic, the doctors in charge will 
be most happy to discuss the specific problems of patients and to exchange views concerning 
the whole general field of arthritis. 

Telephone Chapter headquarters, Lexington 9-3087, if. you wish to refer patients to this 
clinic, or if you have any questions concerning the program of the Arthritis and Rheumatism 
Foundation. 
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STATE OF MARYLAND DEPARTMENT OF HEALTH 
MONTHLY COMMUNICABLE DISEASE REPORT 
Case Reports Received during 4-week Period, November 2-29, 1956 


CHICKENPOX 


DIPHTHERIA 


GERMAN MEASLES 


HEPATITIS, INFECT. 


MENINGOCOCCUS 


MENINGITIS, 


EE 
32/58 
AS 


ROCKY MT. 
SPOTTED FEVER 


INCL. SCARLET FEVER 


STREP. SORE THROAT 


TYPHOID FEVER 


UNDULANT FEVER 


WHOOPING COUGH 


RESPIRATORY 


TUBERCULOSIS, 


SYPHILIS, PRIMARY 
AND SECONDARY 


GONORRHEA 


OTHER DISEASES 


Influenza and 
pneumonia 


Loca! areas 


Baltimore County .... 
Anne Arundel 


Carroll 
Frederick 
Washington 
Allegany 
Garrett 
Montgomery 
Prince George’s 
Calvert 


Queen Anne’s 
Caroline 
Dorchester 
Worcester. .......... 
pomerset:. 


Total Counties 


Baltimore City 


State 
November 2-29, 1956. . 
Same period 1955 

5-year median 


4 
5| 2) 62 
3| o| 1| 37 
o| 18 S| 2| 99 
0} 5/20) 281) 3| 112 
8o| 2| 72 
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—| 1 
1 
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32 
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3 
2 
on 2 
—|— 1 
1 — 
2 
1| 7 4 
1 
2 — 
~~ |, 
2 
4\;— 
A 
1 — 
8| 28 28 
11 | 511) p-1| 24 
19 | 539 52 
14 | 520 48 
18 | 549 48 


Cumulative totals 


State 
Year 1956 to date .... 
Same period 1955... .. 

5-year median 


2623 
2212 
3244 


2 
12 
18 


1119 
477 
686 


88 
334 
353 


46 
29 
55 


2805 
1649 
2083 


82 | 19 
165 |104 
280 


15 


33 


2253 
1462 


15 


27 


on 


370 
483 


191 


206 


P = psittacosis. 


m = meningitis, other than meningococcus. 
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Kal Blue Cross - Blue Shield 


JUSTIN FORD KIMBALL, Ph.D., 
BLUE CROSS FOUNDER 


R. H. DABNEY* 


When viewed from a present day perspective, the 
history of Blue Cross during the past quarter century 
represents an amazing picture of growth. Yet dur- 
ing this vigorous period of growth and development 
from a humble beginning to the position of a national 
institution the purpose behind the basic Blue Cross 
idea has remained the same: to enroll virtually the 
entire population under the best possible program of 
hospital prepayment at a reasonable cost. 

The recent announcement of the death of Dr. 
Justin Ford Kimball, university executive who is 
credited with the origination of the idea of prepaid 
hospital protection, serves to point up the con- 
stancy of the basic Blue Cross idea. 

Born in 1872 near Huntsville, Texas, Justin Ford 
Kimball’s long and fruitful career in the teaching 
profession covered a variety of positions from rural 
school teacher, to school principal, to school adminis- 
trator and university executive. While he was serving 
as a school administrator in Dallas, Texas, Dr. 
Kimball originated his Sick Benefit Fund to aid 
teachers in the community who had been affected by 
the influenza epidemic of 1918-1919. It was the rule 
in those days that if a teacher was sick enough to 
need a doctor, or sick enough to be confined to bed, 
she drew half-pay for two weeks then went off the 
payroll. Under this rule a spell of sickness always 
meant a financial crisis that could become particu- 
larly acute if the sickness meant the added expenses 
of a hospital stay. 

Dr. Kimball devised a plan whereby each teacher 
contributed $1.00 a month into a common fund. 
During a sickness, the teacher drew $6.00 for each 
day’s absence after a one-week waiting period. Dr. 
Kimball called his plan The Sick Benefit Fund, and 
it continued in operation after the originator left the 
Dallas school system to take up a position with 
Baylor University. 

As Vice President in crhage of medical units of 
Baylor University, Dr. Kimball faced problems 
growing out of financing such accounts as large cur- 


* Director, Maryland Hospital Service, Inc., Maryland 
Medical Service, Inc. 


rent debts and the expense of necessary new equip- 
ment. To solve these financial problems, which were 
having a detrimental effect on the Baylor University 
Hospital, Dr. Kimball called on the experience of 
his Sick Benefit Fund and originated the now famous 
Baylor Hospital Plan. Under this Plan, teachers con- 
tributed monthly to a common fund for use in pay- 
ment of necessary hospital bills so that the Plan not 
only afforded protection to the teachers against the 
unexpected hospital bill, but also helped the hospital 
because payments were assured. This Baylor Hos- 
pital Plan was the first glimmer of the Blue Cross 
idea. The Plan went into operation on December 20, 
1929. 

Once the teachers enrolled, other groups followed 
suit. And even more important, the Plan and its 
basic philosophy attracted notice in other sections 
of the country. Soon other Plans began springing up 
in communities of the nation, and improvements and 
changes were introduced. Thus began the dramatic 
growth of Blue Cross. 

When the American Hospital Association and the 
American College of Surgeons formally granted ap- 
proval of the group hospitalization movement in 
1934, Blue Cross took a giant step along the route of 
growth and acceptance. Enrollment records during 
the years show one continuous trend—always up- 
ward. In 1933 the Baylor Plan had an estimated 
enrollment of 2,000 members. By 1937, thirty-four 
Plans had a total enrollment of 600,000 members. 
Three years later, the number of Plans had increased 
to 56 with more than 4 million subscribers. Today, 
the 86 approved Blue Cross Plans in the United 
States, Canada and Puerto Rico have a total en- 
rollment of more than 52 million people. And the 
outstanding fact about all of this rapid and vigorous 
growth has been the constancy of the basic reasoning 
behind the idea of group hospitalization .. . the 
reasoning behind a small Plan for a group of teachers 
back in 1929...the very same reasoning and 
purpose behind the national Blue Cross Plans today. 
Certainly an outstanding tribute to the foresight 
and keen sense of civic responsibility of a former 
rural school teacher and originator of the Blue 
Cross idea— 

Dr. Justin Ford Kimball 


1872-1956 


( 
Ma 
Ass 
spo 
nur 
var 
Bel 
S 
Pro 
Car 
7 
con 
be 
: por 
Me 
q 
late 
volt 
5 
rep 
6 
the 
] 
PR 
IN 
BY 
— 
766 


Ancillary News 


NURSING SECTION 


M. RUTH MOUBRAY, R.N., Executive Secretary, 


Maryland State Nurses Association 


FIRST CANCER NURSING 
CONFERENCE 


On October 2, 1956, the American Cancer Society, 
Maryland Division, Inc., the Maryland State Nurses 
Association and the Maryland League for Nursing 
sponsored the first statewide conference on cancer 
nursing. More than six hundred nurses attended the 
various sessions which were held at the Sheraton- 
Belvedere Hotel in Baltimore. 

Subjects discussed and the speakers were: The 
Problem of Cancer, Dr. Howard W. Jones, Jr.; 
Cancer of the Cervix, Dr. Richard W. TeLinde and 


Dr. C. Bernard Brack; Cancer of the Lung, Dr. Otto 
C. Brantigan; Emotional Aspects of Cancer, Dr. 
Jacob E. Finesinger; Overall Discussion of Cancer 
Nursing, Miss Rosalie I. Peterson, Chief of Nursing 
Service, Field Investigations and Demonstrations 
Branch, Nationa! Cancer Institute, United States 
Public Health Service. 

The following nurses participated in two panel 
discussions on nursing: Mrs. Lucille Buderer, Mrs. 
Sara Chamberlin, Mrs. Bertha Lee Heimiller, Mrs. 
Hattie Kerr, Miss Margaret Kramer, Miss Dorothy 
L. Metzger, Miss Lucille Wallis, and Miss Elena 
Erving Williams. 


& 


REMINDER REGARDING RESOLUTIONS! 


* 


Important Notice for Component Medical Societies and Individual Members of 
Medical and Chirurgical Faculty 


The House of Delegates of the Medical and Chirurgical Faculty approved the following recommendations 
concerning the procedure to govern the reports which are given at the Annual and Semiannual Meetings: 

1. All reports are to be received in the office. Those reports which contain recommendations or resolutions must 
be in the office eight (8) weeks prior to the Annual or Semiannual Meeting, whichever happens to be concerned. 

2. When the reports are received, those containing recommendations or resolutions will be sent to the Com- 
ponent Societies for consideration and so that the Component Delegates may be instructed if desired. These re- 
ports will also be referred to Council for discussion at its meeting one or two weeks prior to Annual or Semiannual 
Meeting. 

3. Those reports which contain resolutions are to be referred to the Resolutions Committee for consideration. 

4. The Council will refer to the Resolutions Committee any recommendations which it feels should be formu- 
lated as resolutions. The Council will also transmit to the Resolutions Committee an opinion of the policy in- 
volved in the Resolutions Committee. 

5. Reports will be presented to the House of Delegates as usual, and it will be suggested as usual that those 
reports not containing recommendations or resolutions be accepted as printed and distributed. 

6. Those reports containing recommendations or resolutions will be considered and acted upon individually by 
the House of Delegates. 

This policy will be followed in all future meetings. 

AS A RESULT OF THIS ACTION OF THE HOUSE OF DELEGATES, RESOLUTIONS FOR 
PRESENTATION TO THE MAY 1956 MEETING OF THE HOUSE OF DELEGATES, MUST BE 
IN THE HANDS OF THE SECRETARY, DR. EVERETT S. DIGGS, AT THE FACULTY OFFICE, 
BY MARCH 6, 1957. 
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MARYLAND 


HYGEIA 
FILIAE 


Woman’s Auxiliary 
Medical and Chirurgical Faculty 


MRS. GERALD W. LeVAN, Auziliary Editor 


MARYLAND! 


HYGEIA 
FILIAE 


REPORT OF THE THIRTEENTH AN- 

NUAL CONFERENCE OF STATE PRES- 

IDENTS, PRESIDENTS-ELECT AND NA- 

TIONAL COMMITTEE CHAIRMEN OF 

THE WOMAN’S AUXILIARY TO THE 
A.M.A. 


Chicago, Illinois—October 1, 2, 3, 1956 


Headquarters at the Drake Hotel 
MRS. HOMER U. TODD, SR., President 

Registration was two hundred with representation 
from practically every Component Auxiliary. 

The Conference was called to order by our Na- 
tional President, Mrs. Robert Flanders. After her 
greeting, the National President-Elect, Mrs. Paul C. 
Craig, took over as presiding officer of the Con- 
ference activities. 

The Conference was conducted on a panel basis. 
Each Panel had a National Officer as moderator and 
State Presidents as participants. 

The activities of every project of the Auxiliaries 
were discussed. After each panel discussion there 
was a question and answer period. Present were 
physicians, national directors and resource authori- 
ties from the A.M.A. The headquarters is to furnish 
further information and answer any questions id 
taining to the panel subjects. 

I was privileged to speak at the morning session on 
Tuesday, October 2nd, on the Public Relations 
Panel. 

My topic: Accreditation Of A Hospital Medical 
Library, and the following is the paper I presented: 

“T welcome this opportunity to bring you a re- 
port on ‘Accreditation of a Hospital Library.’ ” 

“The Commission on Accreditation of Hospitals 

- pointed out that the Medical Library at the Wash- 
ington County Hospital was inadequate. This hos- 
pital is located in Hagerstown. The aid of the 
Woman’s Auxiliary to the Washington County 
Medical Society was enlisted to bring the library up 
to the required standards. The auxiliary began work- 
ing with the Staff Library Committee. 

“All books and periodicals were catalogued and 


properly filed. Many books were badly in need of 
repair and were prepared for binding. The bindings 
were made at the State Penal Farm nearby and were 
paid for by the Woman’s Auxiliary. 

“The accession record was brought up to date. 

“The auxiliary helped with many of the other 
details that were necessary to get the library on a 
‘running basis.’ 

“Several excellent volumes were purchased by the 
auxiliary as memorials and placed in the library.” 

Many Conference members commented on this 
splendid project. 

We were fortunate to have Mr. Leo Brown, Direc- 
tor of the A.M.A. Department of Public Relations, 
speak to us on this vital subject, ‘““Public Relations.” 
Mr. Brown started his remarks thusly, and I quote: 
“Public Relations is like love, you have to work on it 
at all times.” As you know, he is one of the best 
Public Relations men in his field. 

At one of our luncheons we had the honor of hav- 
ing as our guest speaker, Dr. David B. Allman, 
President-Elect of the A.M.A. He paid high tribute 
to the Woman’s Auxiliary, and said that they had 
contributed greatly to organized medicine and that 
they are excellent ‘“‘P.R.”’ factors. 

On Monday evening Mrs. Flanders and Mrs. 
Craig were hostesses and entertained us at a “Sherry 
Party” in their luxurious suite at the Drake Hotel. 
Old friendships were renewed and new ones made. 

To meet so many dedicated women gives one the 
confidence that the future of the Woman’s Auxiliary 
is in good hands. I personally profited much from 
this busy, interesting conference. 


AUXILIARY NOMINATING 
COMMITTEE 


1956-1957 


Mrs. Charles H. Williams, 
Chairman 

Mrs. George H. Yeager 

Mrs. Harold H. Mitchell 

Mrs. John S. Haught 

Mrs. O. Daniel Sprecher, Jr. 

Mrs. A. Austin Pearre 
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Baltimore County 


Baltimore City 
Montgomery County 
Prince George’s County 
Washington County 
State Executive Board 
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REPORT ON RECRUITMENT 
MRS. JOHN MILLER* 


Our recruitment program is an educational pro- 
gram dedicated not only to nursing but to all allied 
careers. It now includes Medical Technology, Social 
Work, Physical Therapy and Occupational Therapy. 

Of course our main project here in Maryland is 
the Future Nurses Clubs of which we all are very 
proud. And why not, may we ask? Because we have 
made such strides with the program. Indeed, the 
Woman’s Auxiliary to the Medical and Chirurgical 
Faculty has made an all-out effort in this field and 
success has been theirs. There are Future Nurses 
Clubs established all over the United States, Hawaii, 
Alaska, Puerto Rico and the Philippines. We are a 
small state in comparison with some of the other 
states, but we stand FOURTH in the number of 
Future Nurses Clubs. (Texas is first—and who can 
compete with Texas!) Yet we stand FIRST in 
progress over all the other states. The National 
League of Nursing Education and the Auxiliary to 
the American Medical Association have called upon 
Maryland to show the way to the establishment of 
other clubs in many states. We have even been 
asked for a copy of our State Constitution by one 
state, that it might take an example from ours. 
Requests come in frequently, asking for all sorts of 
“how to” from us. 

It takes more than a yardstick and a manual to 
build a Future Nurses Club. Ours was a “Do-It- 
Yourself” project. Under the very capable director- 
ship of Mrs. Dixie Caples and Mrs. Elaine Kerr, the 
program was founded and expanded all through the 
state. At the present time we have 64 clubs in the 
State of Maryland. Each club has from 10 to 70 
}members, making approximately 3,000 students in 
the Future Nurses Clubs. 


*State Chairman of Recruitment, Woman’s Auxiliary to 
the Medical and Chirurgical Faculty. 


Woman’s Auxiliary to the Medical and Chirurgical Faculty 
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Our own Glen Burnie Club recently won the 
PARENT’S MAGAZINE 1955-56 Youth Group 
Achievement Award. They were presented with a 
$100 cash prize and a plaque by the Maryland 
Association for Mental Health. According to the 
magazine’s publisher, George J. Hecht, the award 
cites the club as “‘one of the top ten youth groups in 
the United States.” Indeed we are proud!! 

The 1956-57 program is just getting under way. 
Already a new club has been formed in the City of 
Baltimore within the first two weeks of school. Much 
credit is due Mrs. Newland Day, who is Recruitment 
Chairman for Baltimore City and also serves as 
Co-Chairman for the State Recruitment. She visits 
at least one of her clubs each week and has organized 
the new one. Her enthusiasm and many fine sug- 
gestions for improvement are contributing much 
toward the progress of the program. 

The year’s program includes delegates meetings, a 
state wide convention, and many varied projects. So, 
here we are! The girls are going in training, graduate 
nurses are taking more advance training, the public 
is being informed—and all under the able guidance of 
the Woman’s Auxiliary. The Woman’s Auxiliary 
initiated the program and the public at large have 
faith in it and look to us for guidance. Numerous 
telephone calls are received each week from mothers 
whose daughters want to take up nurses training. 
The questions are: What subjects should she take in 
High School? How does she join a Future Nurses 
Club? What is the cost of training? Is a college degree 
necessary, etc.? The Woman’s Auxiliary mails all of 
the information. Auxiliary members are building 
understanding, meeting community needs, and 
developing productive interprofessional relation- 
ships. It is a big program, a worth-while program, a 
rewarding program. The Woman’s Auxiliary to the 
Medical and Chirurgical Faculty of the State of 
Maryland is proud ot it—it has reason to be! 


ngs 
ere 
her 
na 
the 
this 
rec- 
ons, 
1s.” ag 
ote: 
it 
mit § 
best 
| 
nan, | 
had 
that | 
| 
\[rs. 
erry 
otel. 
ade. 
the 
liary 


Coming 


Meetings 


Organization 


Time 


Date 


Diseases of Chest Section, B.C.M.S. 

Baltimore City Medical Society 

Otolaryngological Section, B.C.M.S. 

Pediatric Section, B.C.M.S. 

Neuropsychiatric Section, B.C.M.S. 

Radiological Section, B.C.M.S. 

Committee for the Study of Pelvic Cancer, 
B.C.MLS. 

Joint Committee on Maternal Mortality— 
City Health Dept. and B.C.M.S. 

Joint Anesthesia Study Committee, B.C.M.S. 


8:00 P.M. 
8:30 P.M. 
6:00 P.M. 
8:30 P.M. 
8:30 P.M. 
5:30 P.M. 
5:00 P.M. 


4:00 P.M. 


8:00 P.M. 


Wednesday, January 2, 1957 
Friday, January 4, 1957 
Tuesday, January 8, 1957 
Tuesday, January 8, 1957 
Thursday, January 10,'1957 
Tuesday, January 15, 1957 
Thursday, January 17, 1957 


Thursday, January 24, 1957 


Monday, January 28, 1957 


1211 Cathedral Stree: 

1211 Cathedral Stree: 
Johns Hopkins Club 

1211 Cathedral Stree: 

1211 Cathedral Stree: 
Johns Hopkins Club 
Nurses Classroom, Sinai Hos. 

pital 
1211 Cathedral Streei 


1211 Cathedral Street 


All meetings are held in the Medical and Chirurgical Faculty Building, 1211 Cathedral Street, Baltimore, Md., unles 


otherwise designated. 


| 
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Maryland State Medical Journal 


THE MONTH IN WASHINGTON 
AMA Washington Office 


Washington, D. C.—If medical research doesn’t move ahead in the current fiscal year (end- 
ing June 30, 1957), it won’t be the fault of Congress. The seven research organizations that 
make up the National Institutes of Health have far more money than they have ever had, 
and probably much more than their directors even dared hope for last winter at the start of 
hearings on their budgets. Every one of the research institutes received a substantial increase 
over last year, and the funds of five of them were almost doubled. 

The Institutes have a total of $170.4 million to spend before next July 1. This is about 
80% more than they had last year. In discussing the appropriations bill on the Senate floor, 
Senator Lister Hill (D., Ala.) said the bulk of the money will go for grants to non-federal 
institutions—hospitals, medical schools, clinics and state and local organizations engaged 
in research. 

A breakdown by disease categories shows the following picture: 

For cancer research, $48.4 million, in contrast to $24.8 million for the previous year. This 
year’s total is $16 million more than the administration asked when budget requests were 
sent to Congress in January. 

For mental health work, $35.1 million, in contrast to last year’s $18 million. This is $13.4 
million more than had been requested originally. 

For heart disease research, $33.3 million, compared with $18.7 million last year and $22.1 
million originally requested. 

For work on arthritis and metabolic diseases, $15.8 million, or $5.1 million more than last 
year and $2.5 million more than Congress was asked for. 

For research in neurology and blindness, $18.6 million, compared with $9.8 million last 
year and $12.1 million originally requested. 

For work on allergies and infectious diseases, $13.2 million, compared with $7.5 million last 
year and $.79 million requested. 

For dental research, $6. million. While this is small compared with money voted for other 
U. S. research institutes, it is almost triple the $2.1 million spent last year. The huge increase 
is the result of a sustained campaign by the American Dental Association. 

Senator Hill and Rep. John E. Fogarty (D., R. I.) led the fight in Congress for the record- 
breaking research appropriations. Under the latter’s chairmanship, a House appropriations 
subcommittee boosted the total for the seven institutes to about $124 million, a figure that 
was accepted both by the full Appropriations Committee and the House. 

In addition to heading the Senate appropriations subcommittee that handled this funds 
bill, Senator Hill also is chairman of the Labor and Welfare Committee and extremely active 
in health legislation. His subcommittee pulled up the totals to the $170 million. After the 
Senate-House conference committee disagreed on the spending, Rep. Fogarty carried the 
fight to the floor, where he persuaded the House to accept all of the higher Senate figures. 

Other federal health programs, mainly concerned with disease control and hospital con- 
struction, also fared well with the Congress. The Hill-Burton program, for construction grants 
to hospitals, has $125 million for the current year, or $14 million more than last year. For 
vocational rehabilitation grants, the figure is $41.5 million, a $2.7 million increase; for general 
public health assistance to states, it is $18.16 million, a $600,000 increase; for Indian health 
work, it is $38 million, a $3.3 million increase. 
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Maryland State Medical Journal 


NOTES: 

With Salk vaccine being released in ever expanding volume, the Public Health Service is 
urging states and communities to increase the priority age to 20 and to use up supplies as 
fast as received. Said Secretary Folsom: “I urge parents, physicians, and health officials to 
cooperate in making the maximum use of the increasing supply as soon as it becomes avail- 
able. . .” 

Civil Aeronautics Administration, believing the time has come to review procedures in 
pilot medical examinations, has hired a private organization to conduct a thorough investiga- 
tion and make recommendations. Two questions: Should lower standards be allowed for older, 
experienced pilots? Should crew members and ground crewmen, as well as pilots, be exam- 
ined periodically? 

Less than three months after his third appointment to a four-year term as Surgeon General 
of U. S. Public Health Service, Dr. Leonard Scheele resigned to take a post in the pharma- 
ceutical industry so he could ‘provide more properly” for his family. 

Although no new legislation was enacted in that field, witnesses at a long series of hearings 
on civil defense were pretty much in agreement that the job can’t be done properly unless 
more authority is voted to the Federal Civil Defense Organization. 


772 

= 
abe: 


Official Publication of the 
MEDICAL AND CHIRURGICAL FACULTY 
OF THE STATE OF MARYLAND. 


UNION MEMORIAL HOSPITAL ISSUE - 
Part II 


MEDICAL 
LIBRARY, 


5 NO. 12 
nber, 1956 


| 
i | 
F M IG 

{ 

ANNUAL MEETING—WEDNESDAY, THURSDAY, FRIDAY, MAY 1, 2, 3, 1957 a 


CHLOROMYCETIN 
, ANTIBIOTIC A 

/ ANTIBIOTIC B 
/ANTIBIOTIC c 


CHLOROMYCcETIN 
, ANTIBIOTIC 4 
ANTIBIOTIC B 
ff \ANTIBIOTIC ¢ 


\ 
i} 
« 


NONHEMOLYTIC MICROCOCCUS AUREUS 
(363-418 STRAINS) 


HEMOLYTIC MICROCOCCUS AUREUS 
(729-776 STRAINS) 


CHLOROMYCETIN 

ANTIBIOTIC A 

ee, , ANTIBIOTIC B 

ANTIBIOTIC C 


CHLOROMYCETIN 
ANTIBIOTICA 
, ANTIBIOTIC B 


ANTIBIOTIC C 


| 
! \ 
j 
! 


i 
\ 
i 
i 


\ 
| 
\ 
\ 


ESCHERICHIA COLI 
(478-586 STRAINS) 


AEROBACTER AEROGENES 
(153-193 STRAINS) 


B9% 
7 
j 
j 
94% 
: 
i 


greater antibacterial efficacy... 


for today’s problem pathogens 


Because of the increasing emergence of pathogenic strains resistant 
to commonly used antibiotics, judicious selection of the most effec- 
tive agent is essential to successful therapy. In vitro sensitivity 
studies serve as a valuable guide to the antibiotic most likely to be 
most effective. Both clinical experience and sensitivity studies indi- 
cate the greater antibacterial efficacy of CHLOROMYCETIN 
(chloramphenicol, Parke-Davis) treatment for many resistant 
infections.1-7 


CHLOROMYCETIN is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent 
therapy. 


References (1) Altemeier, W. A.; Culbertson, W. R.; Sherman, R.; Cole, W; 
Elstun, W., & Fultz, C. T.: J.A.M.A. 157:305 (Jan. 22) 1955. (2) Austrian, R.: 
New York J. Med. 55:2475 (Sept. 1) 1955. (3) Murphy, EF D., & Waisbren, B. A., 
in Murphy, FE D.: Medical Emergencies: Diagnosis and Treatment, ed. 5, Phila- 
delphia, F A. Davis Company, 1955, p. 557. (4) Weil, A. J., & Stempel, B.: 
Antibiotic Med. 1:319, 1955. (5) Jones, C. PB; Carter, B.; Thomas, W. L., & 

f graph is adapted Creadick, R. N.: Obst. & Gynec. 5:365, 1955. (6) Kass, E. H.: Am. J. Med. 

m Altemeier, Cul- 18:764, 1955. (7) Tebrock, H. E., & Young, W. N.: New York J. Med. 55:1159 
(Apr. 15) 1955. 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 


CETIN 
TIC A 
TIC B 
TIC C 
REUS 
: 
‘CETIN 

OTIC A 
OTIC B 
oTic¢c 

i 

| 

1 

9 2 | 


Maryland State Medical Journal 


ambco 


OTOMET 


For Rapid, Accurate Hearing Evaluation 


Otometer is available with single or 
double Head Set 


MODEL 600-S 
Standard. Single Head Set, $135.00 


MODEL 600-SD 


Standard. Double Head Set, with one single 


and one dummy receiver, $150.00 


MODEL 600-D 


De Luxe. Double Head Set, with matched 


receivers, $185.00 


Initial research on the Ambco Otometer was done under supervision of 
leading Otologists. The Ambco Otometer meets all requirements of 
American Standards Association, Acoustical Society of America, and 
other recognized bureaus—for screening audiometers. 


OUTSTANDING FEATURES 


*LIGHT WEIGHT—Less than 3 lbs. Measure- 
ments (in carrying case): 9” x 6” x 414”. Unit di- 
mensions: 634” x 514” x 314”. 


* OPERATES AT 2 THE BATTERY VOLT- 
AGES—Usable life of battery increased propor- 
tionately. By means of battery voltage control 
adjustments and meter, proper voltages are 
always assured. 


* HEARING LOSS DIAL—Calibrated in 5 db 
steps from 0 to 80 db. Outputs at successive hear- 
ing loss readings are well within plus or minus 
114 db. 


% FREQUENCIES—Sine wave tones to 500, 1000, 
2000, 4000, 6000 cycles per second are available 
with an accuracy within plus or minus 5%. 

*TONE INTERRUPTER—A momentary 
switch with a bar knob is incorporated as a fast 
acting interrupter switch. The circuit is designed 
so that no transient or extraneous frequencies 
are emitted when the tone interrupter switch is 
operated. 

* PANEL METER—A meter is incorporated in 
the Otometer with pushbuttons and rheostats 
for the ‘‘A’”’ and ‘B” batteries, giving accu- 
rate control of the battery voltage. 


A HEARING TEST TODAY MAY PREVENT A HEARING LOSS TOMORROW 


4515 E. NORTH AVE. 
BALTIMORE 13, MD. + SA. 7-6640 | 
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Symptomatic 
relief... plus! 


ACHROCIDIN is a comprehensive formula for treatment 
of complications of the common cold, particularly when 
bacterial sequelae are observed or expected from the 
patient’s history or during widespread infections. 

Distressing symptoms of malaise, headache, mus- 
cular pain, mucosal and nasal discharge are rapidly 
relieved. 

And potent prophylaxis is offered against other 
diseases, such as otitis media, sinusitis, adenitis, and 
bronchitis, to which the patient may be highly vulner- 
able at this time. 


Achrocidin 


Tetracycline-Antihistamine-Analgesic Compound 
ACHROCIDIN is convenient for you to prescribe —easy 
for the patient to take. Average adult dose: two tablets 
four times daily. 


Available on prescription only 
Each tablet contains: 


acHromycin® Tetracycline 125 mg. 
Phenacetin 120 mg. 
Caffeine 30 mg. 
Salicylamide 150 mg. 
Chlorothen Citrate 25 mg. 


Bottle of 24 tablets 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N.Y. 
*TRADEMARK 
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In Colds. @ @ Anywhere... Any time... 


Neo-Synephrine 


Prompt and Prolonged Decongestion 
Sinus Drainage and Aeration 


NO IRRITATION - NO SEDATION ¢- NO EXCITATION 


Nasal Solutions 0.25%, 0.5% and 1% 
% Nasal Spray 0.5% 
% Pediatric Nasal Spray 0.25%, eee 
with Zephiran® chloride 1:5000, 
antibacterial wetting agent and preservative , 
for greater efficiency 


Neo-Synephrine (brand of phenylephrine) 

and Zephiran (brand of benzalkonium, pieces 
as chloride, refined), NEW YORK 18, N. Y. * WINDSOR, ONT. 
trademarks reg. U.S. Pat. Off. 
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\ \ DISCHARGE SUMMARy 
\\ —| Patient, white male, age 4 2/13/56, 
—|_With a history of y ight ear, 
\ — pharynx infected, tonsils 
2 \ — material sis ear canal; 
: | Other Pathogens, On 2/22, follow-up showed him 
to be completely symptomatic and free of unusual Physica] 
: i findings, _The drug was Stopped at this time, — 
f Result Cal bacteriologic cure after | j 
| * Communication Abbott Laboratories 
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“clinical response 
good or excellent” 


In one recent study, 18 patients with acute follicular tonsillitis and septic sore throat, 
were given erythromycin. Infecting organism was Str. pyogenes. The investigator 
stated, “In all 18, the clinical response could be regarded as either good 

or excellent.” 


This, of course, is only one of many reports showing the effectiveness of 
ERYTHROCIN against coccic infections. You'll get the same good results 
(nearly 100% in common, bacterial respiratory infections) when your 
prescription reads Filmtab ErYTHROCIN Stearate. 


“toxicity lower 
in erythromycin-treated 
patients” 


After a study of 208 patients treated with erythromycin (78), procaine 
penicillin (78) and a placebo (52), the investigator stated: “. . . the incidence of 
toxicity (compared to procaine penicillin) was significantly lower in the 
erythromycin-treated patients.’”" 


Actually, ErYTHROCIN stands on a remarkable record of safety. After four years 
there’s not a single report of a severe or fatal reaction attributable to 
erythromycin. Also, allergic reactions rarely occur. Filmtab ErYTHROCIN Stearate 
(100 and 250 mg.), is available in bottles of 25 and 100, at all pharmacies. 


Abbott 


® Filmtab—Film sealed tablets, Abbott; pat 
applied for. 


1. Herrell, W. E., Erythromycin, Antibiotic 
Monographs, No. 1, p. 29, New York, Med 
ical Encyclopedia, Inc., 1955. 


Idem p. 30. 


{érythromycin Stearate, Abbott) 
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ct. provides: 
Vitamin a+ (natural) 5900 U.S.P. | 
vitamin (naturat) 1000 u.s.P. Units 
ascorbic acid (C) - some. 
vitamin 
-Choline* 
Thiamine HCI (By). 
Riboflavin 
Niacinamide . 
Pyridoxine HCI (Be) - 
gmin E** - 
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provides growth-promoting, appetite-stimulating vitamin Bi. 
fipotropic agents to aid fat and carbohydrate metabolism. 
100% natural vitamin A better utilized in 
‘the visual process. 


100% natural vitamin D eerie for superior protection 
against rickets and dental defects. 


vitamin E for muscle 


vitamins A, D, and E aqueous® for tar faster and 
‘complete absorption and utilization. 


vitamin Be... anticonvulsant vitamin. 


= 


other essential B factors vitamin 


‘delicious fruity flavor. 


no burps...no fish ‘oil taste or odor, aliseigarie rem 


_* Protected by U.S. Pat. No. 2 ,417,299 owned and controlled see 


SAMPLES of new VI-SYNERAL VITAMIN DROPS FORTIFIED on request 
u.s. vitamin: corporation "PHARMACEUTICALS 


_ (Arlington-Funk Laboratories, division) 
_ . 250 East 43rd St., New York 17, N.Y. 


: 


ATARAXOID is a unique, new combination of STERANE and 
ATARAX, which now permits simultaneous symptomatic 
control and reduction of attendant anxiety and apprehension 
in rheumatoid arthritis and other indications. 


The added tranquilizer control, desirably easing mental stress, 
also directly assists clinical progress. It minimizes the 
chance of exacerbation related to emotional strain and 
facilitates patient confidence and cooperation in the 
therapeutic program toward maximum rehabilitation. 


ATARAXOID exerts the anti-rheumatic, anti- 
inflammatory activity of STERANE distinctly superior 
to previous steroids, effective in radically reduced 
dosage, and with minimal disturbance of electrolyte 
and fluid metabolism. 


The ataractic effect is a 
central neuro-relaxing 
action — the result of 

a marked cerebral speci- 
ficity — free of mental 
fogging and devoid of any 
major complications: 
no liver, blood or brain 
damage. This peace- 
of-mind component is 
also used in the lowest 
dosage range. 


Supplied: Each green, scored, 
ATARAXOID oral tablet 
contains 5 mg. prednisolone 
(STERANE) and 10 mg. 
hydroxyzine hydrochloride 
(ATARAX). Bottles of 30 
and 100. 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc.’ 
Brooklyn 6, New York 
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combining the newest, Safest , the newest, most effective 
ATARAX’ "steroid, S STERANE® 


— : 
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formerly known as Digoxin ‘B. W. & Co.’® 


The new name has been adopted 
to make easier for everyone 
the distinction between 


Digoxin and Digitoxin. 


Now simply write: 0.25 mg on OS mg. 
Peale, on 
to provide the unchanging safety and predictability afforded by the 


uniform potency, uniform absorption, brief latent period and optimum 
rate of elimination of this crystalline glycoside. 


Tablets: 0.25 mg. (white) and 0.5 mg. (green) 
Elixir Pediatric: 0.05 mg. in each cc. 
Ampuls: 0.5 mg. in 2 cc. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


When writing to advertisers please mention the Journal—it helps 


= 
& 
: 
: 
: 
i 
: 
| 


Maryland State Medical Journal 


relaxes 
oth mind 
and 


| patient in 
it 5 ( everyday practice 


@ well suited for prolonged therapy 
@ well tolerated, nonaddictive, essentially nontoxic 
@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 


jor the average 


@ does not produce significant depression 
@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
sy Wi) WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate —U.S. Patent 2,724,720 
} SUPPLIED: 400 mg. scored tablets. Usual dose: 1 of 2 tablets t.i.d. 
Literature and Samples Available on Request 


CM-3706-R2 
THE MILTOWN MOLECULE 
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Clinical evidence!-2:3 indicates that 
to augment the therapeutic advan- 
tages of prednisone and predniso- 
lone, antacids should be routinely 
co-administered to minimize gas- 
tric distress. 


References: W., J.A.M.A. 


160: 2618, b 56. 2. M: 
Bollet eal, J.A.M.A. 


158:459, Gunet 11,) 


| all the benefits the “predni- steroids 
plus positive antacid action 


(Buffered Prednisone) 
Prednisolone) 
2.5 mg. or 5 mg. 
prednisone or 
with 
nesi 
trisilicate and saad MERCK SHARP & DOHME 
300 mg. aluminum DIVISION OF MERCK & CO., INC. 
hydroxide gel. PHILADELPHIA 1, PA. 


*CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of MERCK & Co., INC, 
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PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Limiting dosage to once daily to avoid refractoriness, or omitting alternate days to 
circumvent gastrointestinal irritation—necessary with some diuretics—results in a 
seesaw of diuresis with fluid reaccumulation and recurrent strain on the already 
failing heart. 

With the organomercurials, dosage is individualized and administered as needed, 
to produce sustained, dependable diuresis. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHL 2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
BRAND OF MERALLURIDE INJECTION 


LAKESIDE 
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dihydroxy aluminum aminoacetate 


On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 


this most recent form of aluminum ant- 
acid therapy is as active—In TABLET 
FormM—as the various aluminum hydrox- 
ide preparations are in Liguip form: 


*‘Dihydroxy aluminum aminoacetate ... shares the properties of the alumi- 
num hydroxide gel preparations. Jn vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Algtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will- 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets!. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


Reprint of recent 
in vivo studies avail- 
able on request 


38:586, 1949. 


Maiglyn Compound, each tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm., belladonna alkaloids, 0.162 
mg., phenobarbital, 16.2 mg., per tablet, 
bottles of 100 (pink); and as Belglyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm., belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow). 


1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
2. Hammarlund, E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


Braylon PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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Announcing 3 “On On, Lavig, 


The Original 


Alseroxylon 


for the 

Somatic 
AND 

the Psychic Phase of 


In addition to its gentle anti- tension. Treatment in all types 
hypertensive action, Rauwiloid of hypertension may begin 
provides psychic tranquility with Rauwiloid. 80% of mild 
and overcomes tachycardia. labile hypertensives require no 
Thus Rauwiloid participates additional therapy. 

in both the somatic and psychic Dosage is definite and easy: 
phases of therapy for hyper- two 2 mg. tablets at bedtime. 
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For Pain-Fred¢r 
of everydaty 
In “Rheumatism ’ |p 


combine: 
THE PROPER FORMULA 
PROPERLY FORMULATED 


PREDNISOLONE 
+ 


ASPIRIN (0.3 Gm.)......... 
+ 


ASCORBIC ACID (507g | 
+ 


ANTACID (0.2 Gm).........0 


Physical separation of the 
steroid component from the 
aluminum hydroxide as pro- 
vided by the Multiple Com- 
pressed Tablet construction 


assures full potency and sta- 3k Early rheumatoid arthritis Synovitis 

bility of prednisolone. Rheumatoid spondylitis Tenosynovitis 
Osteoarthritis Myositis 
Still’s disease ‘Fibrositis 
Psoriatic arthritis Neuritis 


Bursitis 
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‘eqPerformance 
Patients 


phe ompressed Tablets 


for anti-inflammatory, anti-rheumatic benefits 
at effective low dosage. 


for analgesia plus additional anti-rheumatic 
activity. 


for anti-stress support that guards against ad- 


renal ascorbic acid depletion. 
(Ascorbic Acid present as 60 mg. Sodium Ascorbate.) 


dried aluminum hydroxide gel minimizes the 
possibility of gastric distress. 


DOSAGE: 1-4 TEMPOGEN Tablets t.i.d. or q.i.d. 
(TEMPOGEN Forte, 1 or 2 tablets t.i.d. or q.i.d.) 


for one or two weeks. Then lower by 1 tablet every four 
or five days to maintenance level. 
SUPPLIED: TEMPOGEN and TEMPOGEN Forte 


—in bottles of 100 Multiple Compressed Tablets. 


(TEMPOGEN Forte provides 2 mg. of prednisolone.) MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., inc. 
PHILADELPHIA 1, PA. 
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a new maxunum 
in therapeutic 
effectiveness 


you 
entiraa 


a new maximum 
in protection 
against 
resistance 


a new maximum 
in safety and 
toleration 


multi-spectrum 
synergistically 
strengthened... 


OLEANDOMYCIN TETRACYCLINE 
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repatient 


ia new certainty 


in antibiotic therapy, 
particularly for 

the 90% of patients 
treated at home 
and-in the office 


Superior control of infectious dis- 
eases through superior control of 
the changing microbial population 
is now available in a new formu- 
lation of tetracycline, outstanding 
broad-spectrum antibiotic, with 
oleandomycin, Pfizer-discovered 
new antimicrobial agent which 
controls resistant strains. The syn- 
ergistic combination now brings to 
antibiotic therapy: (1) a new fuller 
antimicrobial spectrum which in- 
cludes even “resistant” staphylo- 
cocci; (2) new superior protection 
against emergence of new resist- 
ant strains; (3) new superior safety 
and toleration. TRADEMARK 
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“You. try 
to scrub the 
bathtub 
with your 
back aching 
morning 
till night!” 


Prednisone +Acetylsalicylic Acid+Aluminum Hydroxide +Ascorbic Acid 
Potent corticosteroid anti-inflammatory action complemented by rapit 


don’t know 
about bathtubs, 
but two. days 
ago | couldn’t 
reach a 
shelf higher 
than that.” 


thought maybe 


| slept ina 
draft. Never had 
a stiff neck 
like this before.” 


“That's nothing. 
| went around 
with my arm in 
a sling for 


nearly two weeks— 


had to sleep 
with a pillow 
at my back 

so | wouldn't 
roll over on it.” 


“| thought 
| was getting 
too old © 
for high heels— 
low heels 
didn’t help. 
My leg hurt 
down to 
the ankle.” 


analgesia; doubly protected with antacid and supplemental vitamin ¢ 


_ Pm on my 
_ feet all day 


“That's funn 


but it was 
my arms tha 
bothered m 


safeguarded relief all the way across the 
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“My back 


was so tight “Take it 

couldn't from me, 

even get on you should : 

and off be glad “Good ?— 

the bus; you saw him why, he’s 
all day now | can early in the ‘got me doing 
it was climb stairs.” game so he exercises 
arms th could do | haven’t done 
mm hope some good.” in years.” 


he helps 
my knee 
that quick.” 


* brings specific, complemen- 


Acid Summated, protective corticoid-analgesic — | tary benefits to the treatment 
of muscle, ligament, tendon, 


. bursa and nerve inflammation 
rap for the initiation of treatment 
of milder rheumatic disease 
in * for continuous or intermittent 
maintenance in more severe 


rheumatic involvement 
Bottles of 100 and 1000. 


corticoid- -analgesic compound tablets 
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prevents postpartum hemorrhage : 


speeds ut€fine involution... 


‘Ergotrate Maleate’ 


(ERGONOVINE MALEATE, LILLY) 
. « » produces rapid and sustained contraction of the postpartum uterus 


‘Ergotrate Maleate’ almost completely eliminates the in- 
cidence of postpartum hemorrhage due to uterine atony. 
Administered during the puerperium, ‘Ergotrate Maleate’ 
increases the rate, extent, and regularity of uterine invo- 
lution; decreases the amount and sanguineous character 
of the lochia; and decreases puerperal morbidity due to 

| Supplied: uterine infection. 
Ampoules of DOSAGE: Generally, 0.2 to 0.4 mg. I.V. or I.M. immediately follow- 


0.2 mg. in 1 cc. ing delivery of placenta. Thereafter, 0.2 to 0.4 mg. three or four 
Tablets of 0.2 mg. times daily for two weeks. 


AC™ ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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FOR POSITIVE DIURESIS 


- oral b.i.d. dosage 


¢ continuous control of edema 


The new, highly effective oral diuretic, 
Rolicton, greatly simplifies the task of main- 
taining an edema-free state in the patient 
with congestive heart failure. Rolicton meets 
the criteria for a dependable diuretic: con- 
tinuous effectiveness, oral administration 
and clinical safety. 

In extensive clinical studies the diuretic 
response clearly indicates that a majority 
of patients can be kept edema-free with 
Rolicton. In these investigations it was noted 
that side reactions were uncommon. When 
they did occur they were usually mild. 

In most edematous patients Rolicton may 
be employed as the sole diuretic agent. When 
used adjunctively in severe cases, Rolicton 
is also valuable in eliminating the “peaks and 
valleys” associated with the parenteral ad- 
ministration of mercurial diuretics. 

One tablet of Rolicton b.i.d., after meals, 
is usually adequate for maintenance therapy 
after the first day’s dosage of four tablets. 
Some patients respond well to one tablet 
daily. G. D. Searle & Co., Chicago 80, Illi- 
nois. Research in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 


SEARLE 
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HOW VAGISEC LIQUID 
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PENETRATE 


RECESSES OF VAGINA 
AND EXPLODES 
TRICHOMONADS 
OFTEN MISSED 


00 OFTEN AN ORDINARY trichomonacide fails to 

cure vaginal trichomoniasis because it has little 
or no effect on parasites that are not on the surface.1 
Trichomonads burrowed deeply into the roughened 
mucosa survive and set up new foci of infection. In 
fact, even a few hidden trichomonads remaining 
after treatment can cause acute exacerbations. With 
Vacisec® liquid and jelly you can overcome this 
most troublesome problem. 
Penetrates thoroughly — This new and unique trich- 
omonacide spreads out and wets the entire vaginal 
surface. It rapidly dissolves mucinous materials, fats 
and blood clots.1 It penetrates the cellular debris that 
lines the vaginal walls and shields the parasites, 
reaching trichomonads deep in their hiding places. 


Explodes trichomonads — Vacisec liquid actually ex- 
plodes trichomonads within 15 seconds after douche 
contact.2 Two surface-acting agents and one chelat- 
ing agent combine to weaken the cell membrane, 
to remove the waxes and lipids, and to denature the 
protein. With its cell wall destroyed, the parasite im- 
bibes water, swells and explodes. All this occurs within 
15 seconds. Only scattered fragments remain. 
Proves highly effective — With the Davis techniquet 
you can now rid patients of “trich,” even cases that 
have resisted other treatment. Vacisec liquid was 
developed as “Carlendacide,” by Dr. Carl Henry 
Davis, M.D., noted gynecologist and author, and 
C. G. Grand, research physiologist. Clinical trials 
by more than 150 physicians show better than 90 per 
cent success.3 

Use liquid and jelly —In the Davis technique, Vacisec 
liquid is used in office therapy. At the same time, 
liquid and jelly are prescribed for home use. They are 
well tolerated, leave no messy discharge or stain. 


Office treatment — Expose vagina with speculum and 
wipe walls dry with cotton balls. Then wash thor- 
oughly with a 1:100 dilution of Vacisec liquid. Re- 
move excess fluid with cotton balls. Dr. Davis 
recommends six treatments. 

Home treatment—Patient douches with Vaciszc liquid 
every night or morning and then inserts Vaciszc jelly. 
Home treatment is continued through two menstrual 
periods, but omitted on office treatment days. Douch- 
ing contraindicated in pregnancy. 


Photomicrograph of section of 
epitbelium of normal vaginal 
mucosa, enlarged 750 times, shows 
uneven surface where tricbomonads 
bide. Vacisec penetrates surface 
and explodes organisms in 
bard-to-reach areas. 


One course of treatment —“If the treatment has been 
accomplished as directed,” the patient “will have no 
flagellates provided the infection was limited to the 
vaginal canal... A few women have infected cervical, 
vestibular or urethral glands and require other types 
of treatment.”4 Continued douching with Vacisec 
liquid two or three times each week for eight to 
twelve weeks helps prevent re-infection. 


Prevents coital re-infection — Infected husbands are 
“, . a potential source of re-infection in wives suc- 
cessfully treated.”5 Prescribe for your patients the 
protection afforded by Schmid high quality prophylac- 
tics. Specify the superior RAMSES® rubber prophy- 
lactic, transparent, tissue-thin, yet strong. If there is 
anxiety that rubber might dull sensation, prescribe 
XXXX (rourex)® prophylactic skins, of natural 
animal membrane, pre-moistened. 


Active ingredients in Vacisec liquid: Polyoxyethylene nonyl 
phenol, Sodium ethylene diamine tetra-acetate, Sodium dioctyl 
sulfosuccinate. In addition, Vacisec jelly contains Boric acid, 
Alcohol 5% by weight. 


References: 1. Davis, C. H., and Grand, C. G.: Am. J. 
Obst. & Gynec. 68:559 (Aug.) 1954. 2. Davis, C. H.: J.A.M.A. 
157:126 (Jan. 8) 1955. 3. Davis, C. H.: West. J. Surg. 63:53 
(Feb.) 1955. 4. Davis, C. H. (Ed.) : Gynecology and Obstetrics 
(revision), Hagerstown, W. F. Prior, 1955, vol. 3, chap. 7, pp. 
23-33. 5. Lanceley, F., and McEntegart, M. C.: Lancet 1:668 
(Apr. 4) 1953. 


JULIUS SCHMID, inc. 
gynecological division 
423 West 55th Street, New York 19, N. Y. 


Vacisec, RAMSES and XXXX (FOUREX) are 
registered trade-marks of Julius Schmid, Inc, 
tPat. App. for 
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Rheumatoid arthritis, 
rheumatic fever, 
intractable asthma, 
allergies... 


Supplied: 

5 mg. tablets in bottles of 50 
10 mg. tablets in bottles of 25, 100, 500 
20 mg. tablets in bottles of 25, 100, 500 


@REGISTERED TRADEMARK FOR THE UPJOHN 
BRAND OF HYDROCORTISONE (COMPOUND F) 


The Upjohn Company, Kalamazoo, Michigan 
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combine: 


THE PROPER FORMULA 
PROPERLY FORMULATED 


PREDNISOLONE (1 mjj.. 


ASPIRIN (0.3 
+ 


ASCORBIC ACID (50 
+ 


ANTACID (0.2 Gm).........}.. 


Physical separation of the 

steroid component from the 

aluminum hydroxide as pro- 

vided by the Multiple Com- 

pressed Tablet construction 

assures full potency and sta- * Early rheumatoid arthritis Synovitis 

bility of prednisolone. Rheumatoid spondylitis Tenosynovitis 
Osteoarthritis Myositis 
Still’s disease Fibrositis 
Psoriatic arthritis Neuritis 
Bursitis 


ve For Pain- re@r 
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‘eqPerformance 
niPatients 


ompressed Tablets 


for anti-inflammatory, anti-rheumatic benefits 
at effective low dosage. 


..for analgesia plus additional anti-rheumatic 
activity. 


. for anti-stress support that guards against ad- 


renal ascorbic acid depletion. 
(Ascorbic Acid present as 60 mg. Sodium Ascorbate.) 


dried aluminum hydroxide gel minimizes the 
possibility of gastric distress. 


DOSAGE: 1-4 TEMPOGEN Tablets t.i.d. or q.i.d. 
(TEMPOGEN Forte, 1 or 2 tablets t.i.d. or q.i.d.) 


for one or two weeks. Then. lower by 1 tablet every four 
or five days to maintenance level. 
SUPPLIED: TEMPOGEN and TEMPOGEN Forte 


—in bottles of 100 Multiple Compressed Tablets. 


MERCK SHARP & DOHME 
(TEMPOGEN Forte provides 2 mg. of prednisolone.) DIVISION OF MERCK & CO., Inc. 


PHILADELPHIA 1, PA. 
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From your patient’s viewpoint, Doctor... 


is this the painful 
part of the treatment? 


It can be, unless your patients know the true facts about the cost of 
medical care. Parke-Davis is reaching millions of people, in LIFE, 
SATURDAY EVENING POST and TODAY’S HEALTH, with a 
consistent advertising campaign whose theme is “prompt and 


proper medical care can be one of life’s biggest bargains.” 


In addition to the magazine advertisements, Parke-Davis makes 
folder-reprints available for use in pharmacies. Chances are, a large 
percentage of the prescriptions you write are being packaged with 
one of these folders explaining the value of modern prescription 
medicines—reaching your patients right at the time when they are 
most conscious of the cost. To date, more than six million of these 
folders have been ordered by pharmacists. 


In these advertisements, we strive to present the facts about 
medical care clearly and unemotionally . . . with the objective of 
increasing the public’s appreciation of why costs and procedures 
involved are reasonable and fair. 


PARKE, DAVIS & COMPAN 


Detroit 82, Michigan 


If you would like reprints of this Parke-Davis 
“‘cost of medical care”’ series, just drop us a line. 
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See | Prescription Service for the 


Community 


For the Prescribed Diet Skilled Pharmacists. 
Complete stock of all prescription 


Low specialties. 


Automatic shipments of new pre- 


SODIUM scription drugs. 


Sickroom accessories. 


SREAD Professional courtesy to Physicians 


upon request: 
developed by RICE 


Prescription blanks 
Identification cards 
Appointment books 


PHARMACIES SINCE 1883 


HE MERCURIALS 


AVE PROLONGED 


THE WORKING PERIOD 


LIFE SPAN OF 
OUNTLESS SUFFERERS 


FROM CONGESTIVE 


NEOHYDRIN 
*Fishberg, A.M. Hypertension 


nd Nephritis, ed. 5, Philadelphi 
: i 954, 77 
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‘ic advent ihe predni-steroids’ 
antacids should be routinely a 


ROUTINE 
CO-ADMINISTRATION 


“‘predni-steroids” plus (Buffered Prednisone) 
Positive antacid action to 


References: 1. Boland, E. 50 mg. magnesium 

300 mg. aluminum DIVISION OF MERCK & CO.. ING. 
hydroxide gel. PHILADELPHIA 1, PA, 


‘CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of MERCK & Co., INC, 
When writing to advertisers please mention the Journal—it helps 


- Maryland State Medical Journal XXXV 
7 
to minimize gastric distress 
uffe 
AS 
Ce. Multiple 
Compressed 
\ Tablets 
| 
WAR 
ne penefits ne Vi ia 
J.A.M.A. 158:459, (June 11,) 
1955. 


Maryland State Medical Journal 


MEBARAL 


ANTICHOLINERGIC e SEDATIVE 


in peptic ulcer management 


e relieves pain promptly * promotes healing 
« reduces tension safely e maintains anacidity for hours 


e tranquilizes without dulling + controls hyperactivity of 
© well tolerated upper gastro-intestinal tract 


MonopraL with Mersarat—the ‘psychovis- 
ceral stabilizer” — provides for patients with ulcer 
and gastro-intestinal spasm an effective barrier 
against the impact of environmental stimuli... 
controls gastric hypersecretion and hypermotility 
for three and one half to five hours.* 


EACH TABLET CONTAINS: DOSAGE: 1 or 2 tablets three or 
Monoprat bromide..... 5 mg. four times daily. 
32 mg. Available on prescription only. 


Bottles of 100 tablets. 


(|iuthnop Laboratories New York 18, N. Y. 


Monodral (brand of penthienate) and Mebaral (brand of mephobarbital), trade- 
marks reg. U. S. Pat. Off. 
*References and clinical trial supplies available on request. 


A Licensed Hospital 
Registered with the A.H.A. 


TAYLOR 
MANOR 
HOSPITAL 


ELLICOTT CITY, MD. Entrance Drive to Taylor Mancr Hes pital 
for the diagnosis and treatment of 


NERVOUS AND MENTAL ILLNESS 
DRUG AND ALCOHOL ADDICTION 


i All modern psychiatric therapies available. 


i Descriptive Folder on Request 
Irving Jj. Taylor, M.D. Medical Director For Admission—phone Ell. City 362 
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HERE'S WHY SO MANY DOCTORS 
NOW SMOKE AND RECOMMEND 


VICEROY 


Microscopic analysis 
shows the 
Viceroy tip has... 


Twice as Many Filters 


AS THE OTHER TWO LARGEST-SELLING FILTER BRANDS 


For the Smoothest Taste in Smoking! 


_VICEROY’S EXCLUSIVE FILTER IS MADE FROM PURE CELLULOSE—SOFT, SNOW-WHITE, NATURAL! | KING-SIZE 


— HOW MANY FILTERS IN YOUR FILTER TIP? 
a (REMEMBER—THE MORE THE THE E TASTE!) 


Filter Tip 


CIGARETTES 
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A private psychiatric hospital em- Staff FAUL:Y. ANDERSON, President 
ploying modern diagnostic and treat- 
: JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS; COATES, M-D., Asceclate 
and recreational therapy—for nervous ee 
: CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 
addiction. 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone 5-3245 


Maryland State Medical Journal 


R. H. CRYTZER, Administrator 


Tue New York Potyciinic 
MEDICAL SCHOOL AND HOSPITAL 


The Pioneer Post-Graduate Medical Institution in America, Organized 1881 


Dermatology and Syphilology A three months full time course covering general and re- 


A three year course fulfilling all the requirements of the 
American Board of Dermatology and Syphilology. Atten- 


dance at departmental] and general conferences. 


Information about these and Other Courses Address: THE DEAN, 345 West 50th Street, N. Y. 19, N. Y. 


Anesthesiology 


gional anesthesia with special demonstrations in the clinics 
and on the cadaver of caudal, spinal, field blocks, etc.; in- 
struction in intravenous anesthesia, oxygen therapy, resusci- 
tation, aspiration bronchoscopy; attendance at departmental 


and general conferences. 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


Dedicated to the care 
of those suffering from 
emotional disturbances 
and other neuropsychi- 
atric disorders requir- 
ing special supervision. 


H. E. Anpren, M.D., F.A.P.A., 
Medical Director 


Crosep Mepicat STAFF 


Beautiful countryside. 
50 beds. Excellent food. 
Trained staff. Recrea- 
tion and Occupational 
Therapy. Group Psy- 
cho-therapy empha- 
sized. 
Tel. HE 4-0200 


COLUMBIA ROAD, R.D. #2 
SILVER SPRING, MD. 
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a penefrant emulsion 
for chronic 
constipation 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS 


permeates the hard, stubborn stool of chronic 
constipation with millions of microscopic 

oil droplets, each encased in a film of Irish moss... 
makes it more movable 


‘ KONDREMUL piain) —Pleasant-tasting and 
non-habit-forming. Contains 55% mineral oil. 
1 Supplied in bottles of 1 pt. 

KONDREMUL w with Cascara)—0.66 Gm. nonbitter 
mane Ext. Cascara per tablespoon. Bottles of 14 fl.oz. 

KONDREMUL with Phenoiphthalein) —0.13 Gm. 
de phenolphthalein (2.2 gr.) per tablespoon. Bottles of 1 pt. 
a When taken as directed before retiring, KONDREMUL 
a does not interfere with absorption of essential nutrients. 
na 
sy- 
ha- 

THE E. L. PATCH CO. — sTONEHAM, MASSACHUSETTS 
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Offices Available 


For Information... 
call SAratoga 7-2180. 


The LATROBE chartes 


organomercurial diuretics 
“..permit ingestion of 
enough salt to make food 
palatable; without them, 
many patients would lose 
their appetites, a conse- 
quence of the salt-free diet 
which has occasionally been 
known to cause serious 
malnutrition. 

*Modell, W.: The Relief of Symptoms, Phil- 


adelphia, W. B. Saunders Company, 1955, 
pp. 265-266. 


03156 
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WHO SUFFERS 
DESERVES. 


‘Thorazine’ should be administered discriminately 
and, before prescribing, the physician should be fully 
conversant with the available literature. 


always carry ‘Thorazine’ Ampuls in your bag 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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in patients with colds... sinusitis... rhinitis 


- 
--- 


unplug that fell-up nose 
orally with 


Novahistine’ 


The marked synergistic action of a vasocon- 
strictor with an antihistaminic drug provides 
marked nasal decongestion and promotes nor- 
mal sinus drainage. Oral dosage avoids harmful 
misuse of topical agents...eliminates nose drop 
rebound. Novahistine causes no jitters or cer- 
ebral stimulation. 


Each Novahistine Tablet or teaspoonful of 


is —_ Elixir, provides 5.0 mg. of phenylephrine HCl 


elixir and 12.5 mg. prophenpyridamine maleate. 
tablets Novahistine Fortis Capsules contain twice the 
fortis capsules amount of phenylephrine for those who need 


greater vasoconstriction. 


PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 
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Novahistine-DH 


relieves 
congestion 
at both sites 


Fortified Novahistine with 
dihydrocodeinone for the control 
of coughs and respiratory 
congestion 


Each teaspoonful (5 cc.) contains: 


Phenylephrine hydrochloride 10 mg. 

Prophenpyridamine maleate 12.5 mg. 

Dihydrocodeinone bitartrate 1.66 mg. 
(may be habit forming) 

Chloroform (approximately) 13.5 mg. 

|-Menthol 1.0 mg. 


(Alcohol content, 10%; sugar, 334%) 


PITMAN-MOORE COMPANY 
Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 


the Emblems of RELIABLE PROTECTION 


We cordially invite your inquiry 
for application for membership 
which affords protection against 
loss of income from accident and 
sickness as well as benefits for 
hospital expenses for you and 


all your dependents. 


PHYSICIANS 
SURGEONS 


Att 


COME FROM DENTISTS 


60 10 


$4,500,000 ASSETS 


$24,500,000 PAID FOR BENEFITS 


SINCE ORGANIZATION 


Since 1902 


PHYSICIANS CASUALTY 
AND 

HEALTH ASSOCIATIONS 
OMAHA 2, NEBRASKA 


and... 
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Hospital Liable For Employee 
‘Medical Acts’ 


Special to Medical News 


ALBANY, N. Y.—New York State’s Court ot 
Appeals has ruled that a nonprofit hospital is 
liable for an employee’s negligence in certain 
“medical acts” as well as “administrative acts.” 


Up to now, New York courts have held that a 
nonprofit hospital may not be held liable for negli- 
gence in medical acts performed under supervision 
of doctors and nurses. 


In the decision just announced reversing a ruling 
of the Appellate Division of the State Supreme 
Court in the much discussed case of Berg vs. New 
York Society for the Relief of the Ruptured and 
Crippled, the Court of Appeals, as the State’s 
highest court, has further reduced the area of 
immunity from malpractice actions for nonprofit 
hospitals. 


Award Upheld 


The New York Court of Appeals upheld the 
original trial court’s finding that the defendant 
hospital was liable for a technician’s error in a 
blood test prior to a transfusion. It affirmed the 
lower court’s award of a judgment for $17,500 to 
the plaintiff, Mrs. Rose S. Berg, for injuries re- 
sulting from transfusions of incompatible blood 
based on the erroneous blood analysis. 


The technician had mistakenly reported her 
blood type as A-Rh positive, when it was in fact 
A-Rh negative. Complications during and after 
the ensuing pregnancy included stillbirth and a 
vaginal hysterectomy. 


In its opinion, which was unanimous, the Court 
of Appeals ruled that the blood test was a “‘medical 
act in the sense that it was preparatory to a 
transfusion.” 


Narrows Gap 


This opinion thus has the effect of narrowing, 
without fully closing, the gap between liability 
and immunity under the legal definitions of “medi- 
cal acts” and “administrative acts.” Both are 
legal terms, and even veteran jurists do not agree 
on the definitions. 


The trial court, for example, held the blood test 
to be an administrative act, for which the hospital 
was liable. The Appellate Division reversed this 
finding on grounds that the test was a medical act, 
for which the hospital was not liable. 


The Appellate Division said in part: “As we 
read the prevailing authorities in this state, the 
negligent act in this case bears a sufficiently direct 
and immediate relation to the care and treatment 
specified for the plaintiff by her own physician to 
require that the judgment below be reversed and 
the complaint dismissed.” 


Court’s Opinion 


In reversing this decision, the Court of Appeals 
ruled that although the test was a “medical act,” 
it was performed “not by a physician or nurse but 
by a technician who was employed and paid by the 
hospital and who was so far short of professional 
status or attainments that only four to six weeks 
training was necessary for her job. She was no 
independent practitioner of a learned profession 
... but a salaried employee.” 


The opinion, written by Justice Charles S. Des- 
mond, said in part: 


“Not only do they [modern hospitals] furnish 
room and board to patients but they sell them 
services which are ‘medical’ in nature and, though 
furnished on physicians’ orders, are performed 
wholly by and under the control of the hospitals’ 
salaried stafis. 


“What reason compels us to say that of all 
employees working in their employers’ businesses 
(including charitable, educational, religious and 
governmental enterprises) the only ones for whom 
the employers can escape liability are the em- 
ployees of hospitals?” 


Reprinted from September 10, 1956, 
issue MEDICAL NEWS 
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New 


PACKAGE 
PHYSICIANS 


Liability Protection 


@ Personal 
@ Malpractice 
@ Office 
@ Automobile 
Property 
@ Office Furniture 
@ Office Fixtures 
@ Office Medical Equipment 
@ Medical Bag 
Dishonesty 


@ Theft of Equipment 
@ Theft of Money 
@ Dishonest Acts of Employees 


Let us quote you the low cost and comprehensive PROTECTION 
of this PHYSICAN’S PACKAGE POLICY and compare its cost 


with the many individual policies you now find it necessary to have. 


FORD-GRIFFIN Shsurance Otgency 


2444 North Charles Street, Baltimore 18, Maryland 
HOPKINS 7-5300 


JAMES A. GRIFFIN G.CECILFORD B.S.L.DAVIS GEO. W. GOSCHEN 
VAlley 3-4133 Ridgeway 7-3223 BElmont 5-1742 Arbutus 2459 
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PROVEN 
PAIN CONTROL 


. ‘TABLOID’ ‘EMPIRIN’ COMPOUND® 


Acetophenetidin gr. 242, Acetylsalicylic 
Acid gr. 34%, Caffeine gr. 42 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 


with CODEINE PHOSPHATE gr. %, No. 1 «ny 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. %, No. 2 cn) 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 


with CODEINE PHOSPHATE gr. ¥%, No. 3(N 


TABLOID’ ‘EMPIRIN’ COMPOUND 


with CODEINE PHOSPHATE gr. 1, No. 4 (ny 


(N) subject to Federal Narcotic Law 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, N. Y. 


POLIOMYELITIS 
IMMUNE GLOBULIN 


(human) 


For the modification of 

measles and the prevention 
or attenuation of infectious 
hepatitis and poliomyelitis. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


PEARL RIVER, NEW YORK 


Esso research 
works wonders 
with oil... 


for the 
benefit of all 


ESSO STANDARD OIL COMPANY 


“as soon as | get my bills paid... 
I'll take care of this Doctor bill.” 


This is a most common answer we get from delinquent patients 
who regard the “Doctor Bill” as something else but a real debt. 
As specialists in the field of medical bill collections, we know how 
toemphasize properly the propriety of paying medical bills, with- 
out risking the good will of the medical man. Place your overdue, 
unpaid, and delinquent accounts for collection today. You pay 
for results only ... no collection .. . no charge. 


ALLIED PROFESSIONAL CREDIT BUREAU 
WM. BRAITERMAN, Mgr. 


590 NO. 
ORleans 5-1400 ‘ GAY ST. 
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FOR YOUR MASTECTOMY 
PATIENTS 


we have an exercise “GUIDE” which has 
proven invaluable in helping to restore 
morale and normaley to women who have 
experienced breast 


removal. This 
fi “GUIDE” enables 
you to check off the 


exercises best suited 
to the individual 
patient. A phone 
eall to PL 2-2681 
will bring you a 


copy by return mail. 
KEY-MAID CORSET SHOP 
PL 2-2681 Baltimore 1, Md. 


25 years of corsetry 


PATENTED WEDGE 
GIVES SUPPORT 
TO CENTER LINE 
OF BODY 
WEIGHT x 


@ The patented arch support construction is guaran- 
teed not to break down. 


@ Innersoles guaranteed not to crack or collapse. 


®@ Foot-so-Port lasts designed and the shoe construc-' 
tion engineered with orthopedic advice. 


®@ Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 


@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 
@ We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free epee “The a of the Function of the 
Foot B g and $ the Shoe with the Foot."’ 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Wis. 


¥ A Division of Museb J 


GRADATIONS OF ANALGESIA 
with light sedation 


‘EMPIRAL’® 


Phenobarbital gr. % 
Acetophenetidin gr. 212 
Acetylsalicylic Acid gr. 344 


‘CODEMPIRAL’® No. 2 


Codeine Phosphate gr. % 
Phenobarbital gr. 
Acetophenetidin gr.2% 
Acetylsalicylic Acid gr.3% 


‘CODEMPIRAL’® No. 3” 


Codeine Phosphate gr. 1% 
Phenobarbital gr. %4 
Acetophenetidin gr.2% 
Acetylsalicylic Acid gr. 3% 


(N) subject to Federal Narcotic Law 


Brat BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, N. Y. 
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Merry 
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and a 
Happy and ‘Prosperous 
New Year 
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THE LAUREL SANITARIUM 


LAUREL, MARYLAND 


Washington Boulevard midway between Baltimore and Washington 


LICENSED FOR TREATMENT OF NERVOUS AND MENTAL DISEASES 


FACILITIES 
FOR 
WOMEN 
ONLY 
LONG 
CONTINUED 
MENTAL 
CASES 
BUILDINGS IN CENTRE OF 163 ACRES 
Established Accommodations available for senile am- 
_— bulatory women who need psychiatric care 
Phone Parkway 5-1250 Jesse C. Coggins, M.D. Medical Director 


for a spastic 


Trasentine-Phenobarbilal 


integrated relief... TABLETS (yellow, coated), each containing 
50 mg. Trasentine® hy (adiphenine 
mild sedation . hydrochloride CIBA) and 20 mg. 
CIBA visceral spasmolysis 
Summit, N. J. mucosal analgesia 212228" 
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Occupational Therapy 


Individual care and 


THE GUNDRY SANITARIUM, INC. 


Psychotherapy 2 N. Wickham Rd. ATHOLL Baltimore 29, Md. 
ESTABLISHED 1900 


Recreational Therapy 


treatment for nervous 


and mental disorders. 


Rachel K. Gundry, M.D. Medical Director 
Longwood 6-0200 


Women only 


Beautiful grounds and 


homelike atmosphere 


S. erving the Medical Profession 
for over a third of a century 


Equipment and Supplies for: 
Physicians and Surgeons * Hospitals 
Laboratories * Industrial Clinics 


M URRAY- Baumcartn ER 
SURGICAL INSTRUMENT COMPANY, INC. 
5 West Chase Street » SAratoga 7-7333 


Baltimore 1, Maryland 


The Holiday Season is here and we pause to extend greetings and express our 
appreciation for your friendship and good will. 
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new! 
calmative 


nostyn 


2-ethylcrotonylurea, AMES 


the power of gentleness 


for relief of daily tensions 
MEL 


e moderates anxiety and tension 
*avoids depression, drowsiness, motor incoordination 


different! 


*NOSTYN is a new drug, a calmative 

—not a hypnotic-sedative 

—unrelated to any available chemopsychotherapeutic agent 
*no evidence of cumulation or habituation 

*does not cause diarrhea or gastric hyperacidity 

‘unusually wide margin of safety—no significant side effects 
dosage: 150-300 mg. three or four times daily. 
supplied: 300 mg. scored tablets, bottles of 48. 


AMES COMPANY, INC ELKHART, INDIANA 17686 
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announcing 


‘ 


mpa 
a advance in 


a true “tranquilizer” with specific 
action in psychic and psychosomatic 
‘conditions 


indicated-in mental and emotional 
disturbances — mild and moderate — 
encountered in everyday practice 


available in 5 mg. tablets 


minimal side effects 


Few drugs have been so thoroughly studied before introduction 
or introduced with such a substantial background of clinical 


experience. 


In the more than 12,000 cases treated with ‘Compazine’ here and 
abroad, and in experimental studies at very high dosage, no blood 
change or jaundice attributable to ‘Compazine’ was observed. 


Smith, Kline & French Laboratories, Philadelphia 1 


* Trademark for proclorperazine, S.K.F. 
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